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The first line of medical defense in wartime is the combat 
medic. Although in ancient times medics carried the caduceus 
into battle to signify the neutral, humanitarian nature of 
their tasks, they have never been immune to the perils of 
war. They have made the highest sacrifices to save the lives 
of others, and their dedication to the wounded soldier is 
the foundation of military medical care. 
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Foreword 


This volume of the Textbook of Military Medicine addresses the multiple 
mental health services provided by the military during peacetime. Al¬ 
though military psychiatrists and other mental health professionals must 
view soldiers as they function within the larger organization and contrib¬ 
ute to, or detract from, success of the combat mission, we must remember 
that soldiers and their families are also subject to mental and emotional 
stresses during peacetime. The U.S. Army's mental health services' 
peacetime roles include but are not limited to supporting soldiers and 
commanders as they participate in rescue missions with combat potential 
as occurred in Grenada and Somalia, peace-keeping roles as in the Sinai 
and Macedonia, combating terrorists and hostage takers, interdiction of 
traffickers in drugs and illegal aliens, providing assistance in handling 
large influxes of refugees, assisting civilian officials in the aftermath of 
large-scale civilian disturbances such as rioting and environmental disas¬ 
ters, and assistance following certain stressful human experiences such as 
accidents and deaths. What is not always recognized is that soldiers' 
families also require the services of military mental health professionals 
during these operations. 

Disasters and other mass civilian disturbances, such as influxes of 
refugees, are opportunities not only for medical officers to sharpen our 
surgical and medical skills but also for commanders to use our military 
organizational and leadership skills, and our mental health professionals, 
to contain and ameliorate the mental and emotional sequelae of such 
disturbances. Disaster victims often exhibit symptoms similar to those of 
combat stress casualties (ie, disaster fatigue) and respond to the simple 
interventions and expectancy that are therapeutic for combat fatigue 
casualties. After disasters, some of these victims may develop chronic 
post-traumatic stress disorder. Early, appropriate treatment of acute post- 
traumatic stress disorder may be an important preventive measure for 
chronic post-traumatic stress disorder. 

I strongly recommend that all commanders and medical officers heed 
the central theme of this book: the stresses of military life can be signifi¬ 
cant, and it is the responsibility of the commander to assure that appropri¬ 
ate, timely prophylaxis, psychiatric intervention, and other mental health 
services are delivered to the entire military family. 


Lieutenant General Alcide M. LaNoue 
The Surgeon General 
U.S. Army 


August 1994 
Washington, D.C. 



Preface 


The stresses of the peacetime military environment range from the 
traditional (garrison life, training, deployment), to the contemporary 
(disaster relief, peace-keeping, hostage situations, civil disturbances). 
Soldier's families are also subjected to these stresses. Soldiers who are 
worried about the emotional stability of their family members can be 
distracted from performing their duties. 

One of the cardinal lessons relearned during the Vietnam War is that 
unit cohesion and morale are essential to conserving fighting strength. 
The integrity of a fighting unit depends not only on the quality of its 
materiel, training, and public support but also on the emotional well¬ 
being of its individual members. Although soldiers are generally young 
and physically healthy, they are at risk—both for the fear and anxiety that 
accompany battle, and for the same psychiatric and emotional disorders 
that are seen in their civilian cohort. 

A forthcoming volume. War Psychiatry, covers the psychiatric and 
emotional problems of soldiers in combat. This volume of the Textbook of 
Military Medicine deals with the full spectrum of mental health in the 
peacetime military community. However, the principles of military psy¬ 
chiatry that have proven successful in managing combat stress have been 
successfully adapted to noncombat settings. For example, mental health 
professionals and commanders use these principles—centrality, proxim¬ 
ity, immediacy, simplicity, expectancy—to enable soldiers to use their 
own strengths to recognize that anxiety is a normal, not a pathological, 
phenomenon, and that recovery is not only possible but also expected. The 
soldier's treatment is enhanced by the mental health professional's intense 
familiarity with the soldier's unit. Avoiding hospitalization and keeping 
soldiers in geographic proximity to their own units enable the soldier to 
return to work rapidly, with follow-up at the working level rather than the 
clinic. 

From malaria to sexually transmitted diseases, prophylaxis is a com¬ 
mand responsibility. Medical officers and other mental health profession¬ 
als must strive to educate and reeducate their commanders so they will 
understand that, in psychiatry as in other medical specialties, effective 
prophylaxis is vastly more cost- and time-effective than treatment. 


Brigadier General Russ Zajtchuk 
Medical Corps, U.S. Army 


August 1994 
Washington, D.C. 


The current medical system to support the U.S. Army at war is a 
continuum from the forward line of troops through the continen¬ 
tal United States; it serves as a primary source of trained replace¬ 
ments during the early stages of a major conflict. The system is 
designed to optimize the return to duty of the maximum number 
of trained combat soldiers at the lowest possible level. Far- 
forward stabilization helps to maintain the physiology of injured 
soldiers who are unlikely to return to duty and allows for their 
rapid evacuation from the battlefield without needless sacrifice 
of life or function. 
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Military Psychiatry: Preparing in Peace for War 


INTRODUCTION 


One of the enduring legacies of World War II 
military psychiatry was the recognition that the 
incidence of psychiatric casualties in various units 
had more to do with characteristics of the unit than 
with characteristics of the casualties themselves. 1 
Present day writers might use the term social support 
instead of group identification, group cohesiveness, or 
group bonds, but nowhere in civilian life is the social 
group of such major and crucial importance in the 
life of the individual as it is for the soldier in com¬ 
bat. 

This was apparent to Spiegel 2 , a psychiatrist in¬ 
advertently assigned as an infantry battalion medi¬ 
cal officer during the very first American combat 
action in North Africa in World War II. It did not 
take much first hand experience for him to puzzle 
not about why some men broke, but how so many 
could push on for so long in such miserable condi¬ 
tions. He rejected the notion that these men were 
peculiarly tough characters who loved to fight, and 
he noted that they expressed very little real hate for 
the enemy. Instead, Spiegel suggested that it was 
regard for comrades, respect for leaders, concern 
for their reputation with both of those groups, and 
an urge to contribute to the success of the unit that 
kept them fighting. These cohesive forces, which 
Spiegel called the basis for the X factor underlying 
good morale, "was something that often decided 
whether or not a man became a psychiatric 
casualty" . 2(pll6) 

Other psychiatrists came to similar conclusions 
from their experiences with casualties. Weinstein 
for example described the typical "combat-induced 
neurosis" case as "a frightened, lonely, helpless 
person whose interpersonal relationships have be¬ 
come disrupted . . . He had lost the feeling that he 
was part of a powerful group and had become 
instead a lonely and frightened person whose ef¬ 
forts to protect himself were doomed to failure." 3(p307) 
A special commission of civilian psychiatrists 
headed by Menninger pointed to the nature of pre¬ 
cipitating incidents as confirmation of the critical 
importance of "the soldier's position in the constel¬ 
lation of his social group, the combat team". 4(p369) 
The actual event which finally overwhelmed the 
psychiatric casualty's defenses varied widely, but 
the common denominator, according to the com¬ 
mission, was not so much that they were the last 
straw in any quantitative way, but rather that they 


involved a sudden change in the soldier's relation¬ 
ship to his group. Somehow he had lost his place as 
a member of the team, whether it was he who 
changed or the team. In either case, alone, he was 
overwhelmed and disorganized. 

Additional support for the assertion of Glass 1 
that began this chapter came from some of the many 
pioneering survey studies of Stouffer and colleagues 5 
in the Research Branch of the War Department's 
Information and Education Division. They ques¬ 
tioned men from over 100 companies undergoing 
pre-D-day training and compared the subsequent 
nonbattle casualty (all medical losses except 
wounded in action and killed and action) rates of 
these same companies in Normandy. Their data 
showed a correlation of -.33 between nonbattle ca¬ 
sualties and pre-invasion morale. For heavy weap¬ 
ons companies, the correlation was -.41. A division 
commander could in fact have used preinvasion 
morale scores to sort his rifle companies into thirds. 
The lowest scoring third ultimately suffered 62% 
more nonbattle casualties than the highest scoring 
third. 

As a result of these World War II observations, 
morale, and group identification suddenly emerged 
as concepts of great importance to military medi¬ 
cine, but practitioners and students of warfare have 
known for more than 2,000 years that ". . .not 
numbers or strength bring victory in war; but which¬ 
ever army goes into battle stronger in soul, their 
enemies generally cannot withstand them". 6(p3) 
Tolstoy, like Spiegel, used the term "an unknown 
quantity, x" to indicate ". . .the spirit of the army, 
the greater or less desire to fight and face dangers 
on the part of all the men composing the army... 
"7( p i98) jy[ ora i e/ cohesion, and esprit de corps are the 
terms that this century's military have given to this 
unknown X, and it is these terms that provide the 
frame of reference for this chapter. 

The first part of this chapter will lay out in some 
detail the ways in which influential authors, civil¬ 
ian and military, have used these terms, provide 
consensus definitions, and propose a set of rela¬ 
tionships among them. The next part of the chapter 
deals with the individual and organizational deter¬ 
minants of morale, and the final part of the chapter 
deal with methods of assessing morale in military 
units. Most of the examples and evidence are fo¬ 
cused on land warfare, but the general principles 
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involved are applicable to sailors and airmen as 
well. Last, the chapter is predominantly descriptive 
rather than prescriptive. This is a consequence of 
my faith in the ability of my military mental health 


colleagues of the. Army, Navy and Air Force, to 
deduce specific advice appropriate to their particu¬ 
lar situations from a comprehensive description of 
general truths. 


KEY CONCEPTS 


The Meaning of Morale 

The term morale is one which has appeared in an 
ever-growing number of contexts, industrial, edu¬ 
cational, and medical as well as military. Unfortu¬ 
nately, the term seems to have sharply different 
meanings in each of these contexts. In more recent 
applications it often seems to refer primarily to a 
person's sense of well-being, happiness, job or life 
satisfaction. The U.S. Army, for example, provides 
such a definition of morale in its Field Manual on 
Leadership: 

Morale is defined as the mental, emotional, and 
spiritual state of the individual. It is how he feels - 
happy, hopeful, confident, appreciated, worthless, 
sad, unrecognized, or depressed. 8(p228) 

Bartone 9 has argued, persuasively, that if morale 
is just a synonym for happiness or mood, then it 
probably serves no useful purpose. Earlier concep¬ 
tions of morale, both military and industrial, in¬ 
cluded an element of mood or emotional state, but 
tied it closely to a goal-oriented group. Munson, for 
example, organized the Morale Branch of the U.S. 
Army General Staff during World War I, defining 
morale as the "determination to succeed in the 
purpose for which the individual is trained, or for 
which the group exists." 10(p97) In his classic study of 
the Second Scottish Rifles, Baynes devoted 16 pages 
to the definition of morale, which he called "the 
most important single factor in war." 11(pl) He con¬ 
cluded with the following dictionary definition: 

A confident, resolute, willing, often self-sacrificing 
and courageous attitude of an individual to the func¬ 
tions or tasks demanded or expected of him by a group 
of which he is a part that is based upon such factors as 
pride in the achievements and aims of the group, faith 
in its leadership and ultimate success, a sense of fruit¬ 
ful participation in its work, and a devotion and 
loyalty to the other members of the group. 11(pl08) 

Others are more succinct. Grinker and Spiegel, 
for example, defined morale simply as "the psycho¬ 
logical forces within a combat group which impel 
its members to get into the fight." 12( p 37) Leighton 13 


maintained that morale is the capacity of any group 
of people to pull together consistently for a com¬ 
mon purpose. Lord Moran 14(p95) described morale as 
"the ability to do a job under any circumstances to 
the limit of one's capacity." He contrasted the sol¬ 
dier with high morale, who does his duty without 
the constant threat of punishment, to those of the 
Peninsular War, who did their job "because the fear 
of flogging was greater than the fear of death." 14(pl6Z) 

Shibutani 13 provided a picture of a military unit 
with high morale in his study: 

An organized group is characterized as having high 
morale when it performs consistently at a high level 
of efficiency, when the tasks assigned to it are car¬ 
ried out promptly and effectively. In such units 
each member is likely to contribute his share will¬ 
ingly doing what he believes to be worthwhile and 
assuming that his associates will do their part. When 
necessary, the men help one another without even 
being asked. Mutual encouragement is common¬ 
place, and those whose zeal is exemplary are singled 
out for praise. The few who do not share the prevail¬ 
ing orientation feel pressures to comply: those who 
fail repeatedly to live up to expectations are scorned 
as "slackers," and efforts may be made to expel 
them from the group. The successful completion of 
each transaction occasions no surprise; it is the 
expected thing. Members of such groups usually 
place a high evaluation on themselves. They often 
develop a strong sense of identification with each 
other; they develop pride in their unit, become con¬ 
scious of its reputation, and take pleasure in dis¬ 
playing emblems of belonging to it. 15<p4) 

Motowidlo et al 16 attempted to summarize defi¬ 
nitions of both industrial psychologists and mili¬ 
tary writers by arguing that most definitions in¬ 
clude some aspects of satisfaction, motivation, and 
group membership. While the industrial model has 
certainly become relevant for peacetime garrison 
armies, 1 ' job satisfaction must be taken in a very 
relativistic way in the wartime situation. Evonic 18 
also provided a tripartite view of morale similar to 
that of Motowidlo et al 16 but more easily applicable 
to armies in combat as well as armies in garrison. 
Evonic's three dimensions are concern for the orga- 
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nizational aim, commitment to the group's identity, 
and personal factors related to self-confidence. 

Smith 19 and Gal and Manning 20 came to similar 
three-component views, with the former relying on 
interviews of Australian infantrymen, and the lat¬ 
ter relying on factor analyses of survey data from 
Israeli and American combat arms soldiers. 
Motowidlo et al 16 , Evonic 18 , Smith 19 , and Gal and 
Manning 20 also have in common a view of morale as 
an individual-level attribute, rather than something 
which is characteristic only of groups, as the quota¬ 
tions from Leighton, and from Grinker and Spiegel 12 
might imply. It is this view I adopt in this chapter, 
considering morale as a characteristic of individu¬ 
als, albeit only individuals in goal-oriented groups. 
Groups "with high morale" would then simply be 
groups a large proportion of whose members have 
high morale. We thus arrive at a working definition 
of morale applicable in both wartime and peace¬ 
time, emphasizing membership in a group and will¬ 
ing participation in the group's work: Morale is the 
enthusiasm and persistence with which a member of a 
group engages in the prescribed activities of that group. 

In this chapter I identify morale, so defined, with 
Spiegel's X-factor. Two other concepts, cohesion 
and esprit, often used uncritically as synonyms of 
morale, I view as major contributors to morale, but 
distinct from it and from each other. In the next two 
sections of this chapter, I will clarify these distinc¬ 
tions before turning to a wider ranging discussion 
of morale's determinants, in which cohesion and 
esprit are subsumed under the category of group 
factors. 

The Meaning of Cohesion 

The importance of group solidarity for effective 
military performance has been a staple of military 
doctrine for 2500 years. For most of this time it has 
been reflected in the elevation of close-order drill to 
near sacramental status, that is, physical unity was 
the explicit goal. As weaponry improved to the 
point where time-honored battle formations like 
the phalanx, the infantry square, and the line had to 
give way to dispersion, cover and concealment, the 
need for psychological unity became more appar¬ 
ent. DuPicq called this psychological unity moral 
cohesion and claimed that "As the ranks become 
more open, and the material cohesion of the ranks 
not giving confidence, it must spring from a knowl¬ 
edge of comrades, and a trust in officers ..." 21 (p 115 > 
He is more explicit in another place, where he says 
that which makes a soldier capable of obedience 
and direction in action includes: "Respect for and 


confidence in his chiefs; confidence in his comrades 
and fear of their reproaches and retaliation if he 
abandons them in danger; his desire to go where 
others do without trembling more than they." 21 ( p 122) 

America's great combat historian Marshall made 
much the same observation in his summary of his 
World War II experiences: "I hold it to be one of the 
simplest truths of war that the thing which enables 
an infantry soldier to keep going with his weapons 
is the presence or near-presence of a comrade." 22(p42) 
Later, Marshall answers the question of what makes 
a soldier face death bravely: "Largely the same 
things that induce him to face life bravely—friend¬ 
ship, loyalty to responsibility and the knowledge 
that he is a repository of the faith and confidence of 
others." 22<pl61) 

Military psychiatrists grappling with the 
"neuropsychiatric casualties" of World War II came 
to a conclusion remarkably close to Marshall's. The 
war forced them from a view of such casualties as 
unfortunate aberrations best explained by their own 
weakness and an unusually stressful incident, to 
seeing battle fatigue as a normal and natural conse¬ 
quence of extended combat, staved off by some 
better than others only by virtue of supportive rela¬ 
tions to their unit and leaders. Little's 23 work on the 
"buddy" relationships of Korean War soldiers, 
Marlowe's 22 study of basic training, and Moskos' 17 
observations in Vietnam have put more emphasis 
on the instrumental, pragmatic, and situationally 
specific aspects of primary group "bonding," but 
nevertheless reinforced the central role of these 
interpersonal relationships for both psychological 
well-being and military performance. 

In the 1980's the U.S. Army recognized the risk of 
leaving cohesion development to the hardships of 
war and made an explicit and unprecedented at¬ 
tempt to foster cohesion. The most visible effort in 
this regard has been the Unit Manning System, 
which has shifted the whole basis of assigning and 
moving soldiers from an individual basis to one 
based on units of up to company size. This attempt 
to provide sufficient stability in interpersonal rela¬ 
tionships for cohesion to flourish stemmed from 
then Chief of Staff Edward Meyer, 23 who defined 
unit cohesion as: "...the bonding together of sol¬ 
diers in such a way as to sustain their will and 
commitment to each other, the unit, and mission 
accomplishment, despite combat or mission 
stress. 

Like the military definitions of morale, this defi¬ 
nition makes no mention of satisfaction or well¬ 
being, and explicitly includes commitment to mis¬ 
sion accomplishment as well as commitment to the 
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unit. Unit cohesion should thus be seen as a con¬ 
tributor to morale, albeit a very important one, 
rather than a synonym or a related but independent 
concept. A second implication of this definition, 
and the reason that the word "unit" was appended, 
is that most of the academic literature on cohesion 
is based on a definition of cohesion entirely focused 
on interpersonal attraction with no consideration of 
the member's enthusiasm for chosen or assigned 
tasks. 24 Adding unit to cohesion directs attention to 
a group focused on a task. 

A third noteworthy aspect of "unit cohesion," 
not so obvious in General Meyer's definition, con¬ 
cerns the size of the 'unit' involved. Little's 21 obser¬ 
vations on the predominance of a 2-person 'buddy 
system' in Korea suggests that having just one other 
soldier to rely on goes a long way, and the seminal 
World War II papers repeatedly uses the term "pri¬ 
mary group," defined as one characterized by inti¬ 
mate face-to-face association and cooperation. As 
Ingraham 25 has shown, even for the peacetime sol¬ 
dier, at least the single barracks dweller, this pretty 
much draws the upper bound at the company level. 

None of this is to deny that soldiers may take 
great pride in, draw great strength from, and on 
occasion give their lives for organizations far larger 
than the 80-160 man company which comprises 
their everyday world. It is in fact just such feelings 
and actions which are the referents of the term 
esprit. 

The Meaning of Esprit De Corps 

Effective combat performance requires not only 
the existence of cohesive primary groups, but also 
that these be articulated with the larger military 
organization and thereby with the larger society. 
The Crusades, Imperial Japan, and revolutionary 
Iran provide examples where soldiers apparently 
fought because of a strong belief in the rightness of 
their country's cause, or simply a belief in their 
country, right or wrong. By and large however, 
observers have agreed that patriotism, ideology, 
and politics may be important, like high pay, in 
inducing modern Western youth to join the service, 
to remain in a peacetime force, and even to volun¬ 
teer for combat, but are generally far from mind 
when the bullets start to fly, 4 ' 9 ' 20 ' 21 

Soldiers nevertheless, in Kellett's 26 words, need 
to have some justification, however inchoate, to 
stimulate them to do something which so obviously 
conflicts with the urge to self-preservation. The 
enemy of course often provides some. As an anony¬ 
mous GI said to Parks, 27 "Nobody that fires at me 


ain't my friend." 29(p 49) Ashworth's 28 study of the 
ubiquitous live and let live system which sprang up 
in the trenches of World War I suggests, however, 
that additional factors are at work in an aggressive 
hard-fighting unit. 

Vertical, or hierarchical cohesion is one such 
factor. That is, soldiers bond not only with peers 
(horizontal cohesion), but also with the leaders they 
see every day. They identify with these small unit 
leaders and in the process come to accept these 
leaders' aims and goals as their own. The leaders, 
by virtue of their additional membership in groups 
beyond the squad, platoon, or company (e.g. the 
battalion, regiment, division, or corps), are of course 
subject to the same process of identification and 
thus in theory pass on to their subordinates the aims 
and goals of the service's higher leaders. 

Armies enlarge the boundaries of this tacit and 
imperfect contract between soldier and primary 
group leader by the creation of a larger secondary 
group, still small enough to serve as a focus of 
identity yet large enough to escape sudden catas¬ 
trophe at the hands of an enemy (or gradual enerva¬ 
tion in the hands of a faint-hearted leader). The 
bond between soldier and this secondary group, in 
many armies a regiment, is an impersonal one, 
relating soldier to institution rather than soldier to 
soldier, as in the case of unit cohesion. Secondary 
groups provide a smaller cause, free of conven¬ 
tional politics and ideology, between the soldier 
and the great national cause. 

By establishing relatively demanding expecta¬ 
tions of combat behavior, and by linking the sol¬ 
diers' self-esteem to the reputation of the unit, the 
secondary group provides additional motivation 
for enthusiastic participation in combat by its mem¬ 
bers. A regiment (or a brigade, division, squadron 
or wing) which does this successfully is said to have 
esprit. Esprit then is a higher order concept, paral¬ 
leling cohesion at the primary group level, imply¬ 
ing above all pride in and devotion to the reputation 
of a formal organization beyond the primary group, 
and along with cohesion, necessary for sustained 
effective performance of solders in combat. 

Related Concepts 

To this point my discussion of morale, cohesion 
and esprit has relied heavily on the use of such 
terms by military writers. The use of the term and 
concept of morale by industrial / organizational psy¬ 
chologists was noted, but in large measure dis¬ 
missed because of its heavy emphasis on job satis¬ 
faction versus my heavy emphasis on sustained 
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performance in combat, where job satisfaction has a 
very limited and relative meaning. 

Similarly, in discussing unit cohesion, great care 
was taken to point out that the cohesion studied at 
some length by academic psychologists was quite 
different from the cohesion of military writers. Esprit 
seems to be a purely military concept, used in civil¬ 
ian contexts as a more or less explicit analogy to 
military esprit de corps. This is not to say that the 
civilian psychological literature has nothing to of¬ 
fer the military mental health professional inter¬ 
ested in morale, cohesion, and esprit. In fact, two 
relatively recent concepts, organizational commitment 
and social support, bear a marked resemblance to 
morale and cohesion despite very different pedigrees. 

Mowday and associates 31 never use the term mo¬ 
rale in their extensive review of "Employee-Organi¬ 
zation Linkages," but their definition of organiza¬ 
tional commitment distilled from 10 different studies 
of civilian organizations is similar to my earlier 
definition of morale, in both denotation and conno¬ 
tation. Organizational commitment, they say, is the 
relative strength of an individual's identification 
with and involvement in a particular organization. 
They go on to say that this involves something 
beyond mere passive loyalty to an organization and 
mere desire to maintain membership; it involves in 
addition a strong belief in the organization's goals 
and values and a willingness to exert considerable 
effort on behalf of the organization. 

Commitment is differentiated from job satisfac¬ 
tion in several ways: it is more global, and thus more 
stable in the face of day-to-day work experiences; it 
develops more slowly, and dissipates more slowly. 
Mowday and associates 31 also find it useful to dis¬ 
cuss the determinants and consequences of organi¬ 
zational commitment on three levels: personal, work 
group, and organizational. A similar approach has 
been used in the next section of this chapter. 

A second "civilian" concept of considerable value 
to the military mental health professional is that of 


Munson 8 began the U.S. Army General Staff's 
Morale Branch by providing himself an extremely 
large area in which to work: "Every physical thing 
entering into the environment of the soldier, and 
the expressed state of mind of every person with 
whom he comes in contact, affects his morale" 10(p51) 
The essential truth of this assertion should not dis¬ 
courage the reader, the practicing military mental 


social support. Perhaps ultimately traceable to the 
observations by Durkheim 32 and others 33,34,35 on the 
role of industrialization in the transformation of the 
dominant social order from one of Gemeinschaft (a 
highly personal community) to one of Gesellschaft 
(an impersonal, bureaucratic community), social sup¬ 
port refers to the ways in which people's interac¬ 
tions with others in some way affect their vulner¬ 
ability to physical and mental illness. On the one 
hand, the socially marginal person, or one who has 
lost his circle of intimates to death or dispersion, 
becomes substantially more prone to illness in all 
forms. 31 Conversely, membership in a network of 
significant others seems to provide far more protec¬ 
tion from stress and illness than a purely mechani¬ 
cal summation of resources would predict. 37 

The nature, meaning, and measurement of social 
support are still subjects of some debate, but there 
appears to be some consensus that it involves both 
problem-solving and emotionally sustaining behav¬ 
iors on the part of the supporters. 38 House 39 further 
splits these behaviors into instrumental support 
and informational support, depending upon the na¬ 
ture of the help provided, and emotional support 
and appraisal support (the former involves ex¬ 
pressions of care and empathy, the latter involves 
feedback on personal performance). 

The receiver of such support approaches life cri¬ 
ses armed with confidence that he is cared for and 
loved, that he is esteemed and valued as an indi¬ 
vidual, that he is embedded in a network of mutual 
obligation. 40 The parallel with the soldier's over¬ 
whelming dependence on his primary group is too 
obvious to require much elaboration (See the 
quotes of Spiegel 2 and Marshall 22 above, as well 
as Bartemeir et al 4 , and Shils and Janowitz 41 ). I 
would suggest, as has Griffith, 38 in fact that it is 
precisely this social support literature that the 
military mental health professional should turn 
to in advising commanders on improving primary 
group relations. 

5 OF MORALE 

health professional, or the military leader inter¬ 
ested in enhancing that precious commodity, for 
clearly, some things affect morale to a greater extent 
than others, and some are easier to change. In this 
section I will describe some of the most important 
determinants of morale, organize them in a rational 
framework, and illustrate their action with histori¬ 
cal examples. 


6 


Military Families and Combat Readiness 


Individual Factors 

Individual Factors include both biological and 
psychological needs. Good health, good food, ad¬ 
equate rest and sleep, clean dry clothes, washing 
facilities and protection from the elements are ex¬ 
amples of the former and are regularly cited as 
causes of high morale. 11(pl01),6(pl71) Satisfaction of these 
rather elementary needs is more the exception than 
the rule for combat soldiers. Holmes cites a World 
War I account as representative of 20th Century 
soldiering: "For most of the time the average pri¬ 
vate was tired. Fairly often he was so tired as no 
man at home ever is in the common run of his 
work." 43(pll5) 

Complaints about food are also a common de¬ 
nominator among soldiers over the ages and around 
the world. Napoleon allegedly said that an army 
marches on its stomach, and British Brigadier 
Fergusson opined that "lack of food constitutes the 
single biggest assault upon morale." 44(p99) It is not 
merely quantity of food which is so important to 
morale, but quality. Variety is an important consid¬ 
eration—within limits because unfamiliar food will 
generate its own list of gripes—and the preparation 
and consumption of food provide a momentary 
diversion from the grim business of war. A hot meal 
in the company of his comrades can work wonders for 
morale. In fact, a hot meal in a relatively safe environ¬ 
ment has been high on the list of treatments for 
battle stress casualties ever since mental health pro¬ 
fessionals recognized the psychological nature of 
shell shock in World War I. 

Bugs and dirt are staples of warfare in all but the 
coldest climes, and as a result a bath and clean 
clothes are among the most effective morale raisers. 
World War II infantry company commander 
McDonald summed it up: "It had never occurred to 
me that I could derive so much pleasure from a 
bath." 45(pll9) 

If combat is so generally a dirty business fought 
by chronically tired hungry soldiers, it is difficult to 
put much credence in the assertion that rest, food, 
and clean dry clothes are important for morale, 
above some minimum, since the wide range of 
morale among units in every war is undeniable. 
Stouffer and colleagues 5 answered this paradox with 
the concept of relative deprivation. It is not so much 
the absolute level of physical discomfort that con¬ 
trols morale, they argued, as the relation of a soldier's 
discomfort to that of those around him, or more 
generally, to the level he has been led to expect. 


No one disputes that war is hell, but one of the front 
line soldier's dearest beliefs is that war should also be 
the great leveler. Perceived violations of this tenet are 
sources of very bitter feelings, for example, the well- 
documented 5,46 friction between "tooth" (frontline 
combat) and "tail" (rear echelon support). Although 
"the delineation of front line" and "rear echelon" 
depends a great deal on who is doing the talking, 
every war seems to produce an abusive epithet for 
support personnel, for whom the front-liners envision 
a life of luxury amidst all the amenities they them¬ 
selves are denied (and perhaps even amenities origi¬ 
nally destined for soldiers further forward!). 

Beyond the physical factors involved in morale, 
but still primarily at the individual level, are a 
number of psychological needs, the fulfillment of 
which plays a substantial role in the soldier's mo¬ 
rale. In contrast to the physical needs, mere equality 
of deprivation will not suffice. High morale de¬ 
mands, for each soldier, a goal, a role, and reasons 
for self-confidence. 

Conventional wisdom in the social sciences of 
the 60's and 70's was that, in Baynes' words, "the 
writer or speaker about war has more faith in causes 
than those who actually fight." 11(p99) Pre-World War 
I views, on the contrary, held that patriotism, or an 
equally grand and glorious cause, was the sine qua 
non of effective military performance. Disillusioned 
World War I citizen-soldier-writers such as Sassoon 47 
began the assault on this view, which ultimately 
collapsed at the hands of the psychiatrists and so¬ 
cial scientists of World War II. Even Dollard, 48 study¬ 
ing perhaps the most idealistic Western soldiers of 
the 20th Century, the International Brigade of the 
Spanish Civil War, concluded that "...the soldier in 
battle is too busy to be constantly whispering, "My 
cause, my cause." He further noted that ideology 
serves mostly to get soldiers into battle. 

The post World War II emphasis on primary 
groups and interpersonal obligations in the small 
combat unit served a useful purpose in countering 
an unrealistic belief in the "Great Cause" as motiva¬ 
tor, but America's Vietnam experience in the 70's 
(and perhaps that of the Israelis in the Lebanon War 
of the 1980's) suggests that the pendulum may have 
swung a bit too far. Without the widespread agree¬ 
ment on the necessity for and the value of the war 
effort which underlay American involvement in the 
two world wars, morale plunged among U.S. sol¬ 
diers in Vietnam. 

Before 1969, morale in Vietnam was generally 
high, and local variations occurred against a back- 
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ground of widely shared if not universal acceptance 
of a latent ideology. Moskos 17 used this term to 
describe general acceptance of the worth of the 
social system for which the soldiers were fighting. 
Early in the war US soldiers shared a more or less 
firm belief in the American way of life and the need 
to stop communism. 17 

After 1969, despite a steadily diminishing role in 
the actual fighting, morale steadily declined as 
anti-war sentiment in the United States eliminated 
consensus on at least the first of these two very 
general beliefs. U.S. troops characterized themselves 
with the graffiti initials U.U.U.U. - the unwilling, 
led by the unqualified, doing the unnecessary for 
the ungrateful. 49 The counter-insurgency, non¬ 
territorial nature of that war denied them even 
short term goals—such as capture of a particular 
piece of terrain—which could have had a salutary 
effect. 

Every bit as important as an objective or a goal is 
a role. Holmes 39 quotes a fellow Briton to the effect 
that "many a man behaves as a hero or coward, 
according as he is expected to behave." 43(p314) In¬ 
deed, Gal's 50,51 studies of heroes in the Israeli De¬ 
fence Forces are in full agreement, finding four 
distinct combat situations far more useful in ex¬ 
plaining heroic battlefield behavior than any in¬ 
born or acquired characteristics of the heroes, with 
the exception of officer status—also an acquired 
role. Civilian studies of job satisfaction are relevant 
here also, for they consistently emphasize the im¬ 
portance of seeing oneself as a valued member of 
the work force (i.e., having an important role). 16 
Suggested 16 cures for low worker commitment are 
increasing job scope or challenge or eliminating 
role conflict or role ambiguity. 

Closely linked with the previous two factors, 
goal and role, is a sense of progress or at least a 
sense that the goal is attainable and the role is one 
that can be carried out. Malone 45 in fact argues that 
because of the importance of confidence, the key to 
building will (or morale) is building skill. Training 
thus has a central role in morale. The wise leader 
will ensure not only that training is realistic, but 
also that his soldiers grow accustomed to success 
because nothing succeeds like success in building 
confidence. 

Group Factors 

As indicated in the introductory portions of this 
chapter, much of the combat soldier's ability to 
endure the stress of combat depends not so much on 
the enemy as on the soldier's relationships with 


those around him. Grinker and Spiegel assert that 
"the ability to identify with a group and the past 
history of such identification are probably the most 
important .... components of good motivation for 
combat." 12(p41) Out of the soldier's relationships with 
those in his primary face-to-face group grows what 
military writers have traditionally called unit cohe¬ 
sion, and social scientists have lately called social 
support. The soldier's relationships with others in 
his organization, but outside his primary group, 
provide the basis of esprit de corps. Both unit cohe¬ 
sion and esprit de corps can be powerful influ¬ 
ences on morale. The following sections describe 
the determinants or components first of cohesion 
and esprit. 

Cohesion 

Stephen Crane referred to the comradeship of the 
small combat unit as a "mysterious fraternity born 
out of smoke and the danger of death." 53(p31) In this 
definition, he will find few dissenters, but con¬ 
vinced of the importance of cohesion, both to mis¬ 
sion accomplishment and individual survival, one 
might reasonably search for ways of fostering cohe¬ 
sion before battle itself (at least ensuring by consci¬ 
entious preparations that smoke and danger will be 
effective in creating it). For example, George 54 points 
out that a common social background assists sol¬ 
diers in developing close personal relationships, 
and conversely, heterogeneous ethnic, racial, class, 
even regional origins tend to inhibit the develop¬ 
ment of unit cohesion. Similarity in more personal 
characteristics (like age, personality traits, upbring¬ 
ing, and values) also plays a role, perhaps a much 
larger one. 

Few if any modern armies make much of an effort 
to create homogeneous units around any of these 
variables. The traditionally regional recruiting of 
regiments in European armies often created dis¬ 
tinctly homogenous units, but shifting demograph¬ 
ics and population centers have largely rendered 
this practice a thing of the past. American forces 
have also become more heterogeneous since 1917, 
in part for the same reasons, but in large measure as 
a result of deliberate attempts to avoid inequities in 
the risks and benefits of military service to seg¬ 
ments of the population. 

Shared experiences while in the military thus 
become the glue which holds the work group to¬ 
gether. Combat experience itself has of course long 
been recognized as the primary force in bonding 
soldiers. The presence of an enemy, with the capac¬ 
ity and intent to kill or injure, produces strong pres- 
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sure to unite in a common effort. As Grinker and 
Spiegel 10 describe it: 

Friendships are easily made by those who might 
never have been compatible at home, and are ce¬ 
mented under fire.Such powerful forces as 

antisemitism, anticatholicism or differences between 
Northerners and Southerners are not likely to dis¬ 
turb interpersonal relationships in a combat crew.... 
The camaraderie is so effective that even the arbi¬ 
trary distinctions imposed by the military caste sys¬ 
tem, probably one of the most rigid social devices in 
the world, are noticeably weakened. 12<p22) 

What can the division mental health staff do to 
facilitate this process of bonding which the enemy 
accomplishes so readily (but so painfully)? To begin 
with the obvious, the first prerequisite for cohesion 
is opportunities for interaction -i.e., the primary 
group must remain intact and in close contact long 
enough to accumulate a significant body of com¬ 
mon experience. Until very recently, the U.S. Army's 
replacement system, which achieved relatively 
stable unit-strength at the cost of stable personal 
relationships, was a serious impediment in this 
regard. 

The supersession of the assembly-line-style indi¬ 
vidual replacement system with a unit system simi¬ 
lar to that of most other Western armies seems to 
have reversed this trend. 42,55,56 The more time people 
are together, the greater the chance they will dis¬ 
cover, invent and experience commonalities, in¬ 
cluding a shared understanding of the group's his¬ 
tory. This occurrence is a natural phenomenon of 
groups, and increases with the number of roles and 
settings in which members know each other and 
feel comfortable interacting. Which activities are not 
so important as who participates - the more people, 
the more varied the settings and the longer the 
group remains stable, the more the members have 
in common, and the higher the resulting cohe¬ 
sion. 

An important consideration here, however, is the 
distinctiveness of the group's common experiences. 
Being in the Army is of course an experience com¬ 
mon to all the members of any platoon, but because 
it is not an experience unique to the squad it is not 
as effective in inducing cohesion as more limited 
experiences, for example, having gone through ba¬ 
sic training together, won the company basketball 
title, or simply survived a bitter night together 
"downrange." Establishing a "them" also helps in 
defining an "us," so threats from outside the group, 
even in friendly competition, are particularly effec¬ 
tive common experiences. 


The examples given above also illustrate two 
other important aspects of cohesion-enhancing ex¬ 
periences: (1) The unit must derive some feeling of 
success or accomplishment, and (2) the more inter¬ 
dependence among the members that is necessary 
for success, the greater the payoff in cohesion. 
Malone argues that successful mission accomplish¬ 
ment leads to high morale more often than vice 
versa. In his words, "Practice doesn't make perfect. 
What makes perfect is perfect practice." 52( p 89) 
Malone also differentiates three kinds of team¬ 
work, illustrating each with a sports analogy, in 
encouraging military leaders to train for interde¬ 
pendence. The simplest kind of teamwork he says 
is like a bowling team - individual scores are simply 
added together. A relay team is slightly more 
complicated - there is a necessary sequence in¬ 
volved, and there is a brief moment at the start of 
each leg when team members must interact. The 
battlefield, he contends, requires above all team¬ 
work of the sort displayed by a successful football 
team - in which every member has a different job, 
but each is dependent on everyone else. 

Common experiences do not have to take place 
only in officially sanctioned military activities to 
build cohesion (although I would argue that leaders 
as well as followers have to be involved if unit 
cohesion is to result). Ingraham in fact points out 
that drug use and heavy drinking "facilitate the 
bonding between isolated individuals who find 
themselves living together largely by chance rather 
than choice and who are held in place by a number 
of specific environmental structures, both physical 
and social." 27(pxvm) Sanctioned alcohol-centered 
events have long been a military custom, precisely 
because they are felt to enhance unit cohesion. 
Ingraham provided an explanation of how this hap¬ 
pens, at the same time extending it to the non- 
sanctioned abuse of both drugs and alcohol by off- 
duty soldiers: 

Alcohol is particularly helpful in generating dis¬ 
tinctive, memorable episodes involving brawls, 
"broads," and bad news that the participants can 
recall and recount as evidence for the meaningful¬ 
ness of their relationship and what they have been 
through together....Illicit drug use creates two 
large superordinate oppositional categories: user 
and nonuser, or "we" and "they." These explicitly 
defined categories cut across cliques, build stable 
perimeters despite unstable personnel, and engen¬ 
der a sense of group identity. 27(p65) 

Drinking bouts and drug use are certainly not 
being suggested here as useful techniques for pro- 
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moting unit cohesion. On the contrary, since unit 
leaders are seldom included in the "we" generated 
by such activity, unit cohesion is in fact decreased, 
even while interpersonal bonding among junior 
soldiers is increased. I cite alcoholic and drug use 
here primarily as evidence for the importance of 
creating distinctive and memorable experiences for 
all unit members; sense of membership in an accept¬ 
ing and protective group is a strong enough need 
that they will build their own if the organization 
does not provide it. 

Whatever the nature of the common experiences 
which build unit cohesion, they are successful in do¬ 
ing so only to the extent that they provide soldiers 
with confidence in the ability and determination of 
their peers and their leaders to protect them in 
combat. This concept is related to my earlier argu¬ 
ment that the cohesion so widely cited by World 
War II and Korea conflict observers as crucial to 
soldier endurance bears a very strong resemblance 
to what the mental health field now calls social 
support. Central to this concept is the individual's 
conviction that he is firmly embedded in a network 
of mutual obligation." This confidence that in times 
of difficulty one has someone who is willing and 
able to help is at the heart of unit cohesion. Indeed, 
I would argue that confidence that others can help 
(that is, have the ability and training to provide 
effective assistance, for example in staying alive) is 
at the heart of what Gross and Martin 57 called in¬ 
strumental cohesion. 

Affective cohesion, on the other, hand is based on 
confidence that others in the group will help if the 
need arises. Moskos, 17 for example, argued from his 
observations in Vietnam that it is not altruism, born 
of intrinsic interpersonal attraction that leads a sol¬ 
dier to risk his life for another, but a recognition that 
his own self-interest, his own survival, depends on 
his ability to make others willing to help him in his 
own time of need. The strong interpersonal ties 
characteristic of the small combat group, in the 
words of Kviz, "develop secondarily to the collec¬ 
tive pursuit of survival in a highly stressful 
situation." 58(p219) 

A Korean War study by Clark (as noted by 
Watson 59 ) suggests that soldiers can and do distin¬ 
guish between likability and military dependabil¬ 
ity, choosing different colleagues with whom to 
perform a risky mission and to go on leave. More 
recently, Tziner and Vardi 53 reported on an Israeli 
armor corps experiment in constructing tank crews 
at the end of basic armor training on the basis of 
sociometry. It quickly became clear that high-abil- 
ity soldiers were selected far too frequently and 


low ability soldiers far too infrequently to maintain 
the program. 

A reasonable conclusion is that soldiers are well 
aware of their dependence on others for survival in 
combat. Their attraction to their combat group is 
very much dependent not only on the willingness of 
the group to help them survive but also on their 
ability to do so. A perception that the group is short 
of either one will lead the soldier to devalue mem¬ 
bership in the group and participation in the group's 
activities (ie, low morale). 

Leaders, even more than peers, must generate 
this double dose of confidence because in combat it 
is the leader more than anyone else who can spell 
the difference between certain death and the rush of 
victory. Being technically and tactically proficient 
is a value that is drummed into leaders incessantly, 
though they are not told as often how important it 
is for their soldiers to see and know their leader's 
talents. If they doubt his knowledge they will hesi¬ 
tate to commit their lives to his judgment - they will 
not act as a cohesive unit. They may be willing to die 
if they must, but no one wants to sacrifice his life to 
ignorance. 

Yet it is not enough that a leader merely be 
technically proficient. If he is to inspire confi¬ 
dence his subordinates must see not only that he 
will not waste their lives through incompetence, 
but also that he will not waste them through 
indifference. As Grinker and Spiegel 10 put it, com¬ 
bat soldiers: 

....have given up most of their selfish interests for 
the sake of their group. But they do this for their 
buddies and for the leaders on a personal basis, out 
of affection and loyalty. They can only be paid back 
on a personal basis. The leaders must return the 
loyalty and affection in kind. 12(p46) 

Two Israeli studies 51,61 have confirmed these 
World War II views. Solomon and colleagues 61 found 
that although lack of affective support from officers 
or peers was associated with feelings of loneliness, 
only lack of such support from officers was related 
to combat stress reactions. Gal 51 showed that sol¬ 
diers' trust in their commanders depended on three 
qualities: (1) professional capability (technical com¬ 
petence), (2) credibility as a source of information, 
and (3) the amount of care and attention that com¬ 
manders pay to their men. The last of these qualities 
need not imply a popularity contest, nor is it incom¬ 
patible with fair but firm discipline. In fact, soldiers 
most often view discipline as Oldenquist who 
points out, "If a social group does not impose its 
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rules on me and hold me responsible to it, I know it 
does not accept me as a member." 

Care and attention, including explicit 
acknowledgement of one's skills, abilities, and ac¬ 
complishments as of vital importance to the mo¬ 
rale of others. Napoleon is said to have counted on 
soldiers fighting "long and hard for a bit of 
ribbon". 63(p255) Medals, promotions, a mention in the 
dispatches—all have become common since plun¬ 
dering ceased to be acceptable military behavior 
(although gallantry awards were well-known even 
in Roman times). Like any selective reward, the 
distribution of medals will produce complaints of 
inequity. Few soldiers ever turn them down how¬ 
ever, because in Mauldin's words, "Civilians may 
think it's a little juvenile to worry about ribbons, but 
a civilian has a house and a bankroll to show what 
he's done for the past four years." 64(pll3) 

Medals are of course only one form of recogni¬ 
tion, and as Mauldin's words imply, are likely to be 
more important when looking back on military ser¬ 
vice than as incentive to heroic action (Medal- 
hunters are frequently very unpopular with their 
peers and subordinates who occasionally murdered 
them with fragmentation grenades ["fraggings"] in 
Vietnam. 65 ) Less dramatic forms of recognition often 
have immediate effects on morale however, be¬ 
cause they reassure the soldier that he is valued as 
a person, a person whose life will not be thought¬ 
lessly expended. 

The last component of unit cohesion I will dis¬ 
cuss is the need for clear and meaningful group 
missions. In some ways this component is simply 
another way in which good leaders can demon¬ 
strate to their units that they care—by seeing that 
their efforts and the risks (and losses) they incur are 
for something undeniably worthwhile. Certainly 
the discipline problems, wholesale drug abuse, and 
fraggings of the U.S. Army in Vietnam came prima¬ 
rily in the latter years of the war, when it was clear 
that America had made the judgment that their task 
was not worth pursuing. Interpersonal bonding at 
the small unit level could not overcome the quite 
rational desire not to be the last one killed in an 
effort without glory or thanks. 

On a lesser scale, in the interests of "security," 
leaders will sometimes fail to provide their soldiers 
with the why's and wherefor's of an operation, 
expecting them to undertake it because they are 
well-trained or well-disciplined. If the leader has 
had ample opportunity to prove to his men that he 
would not ask what was not important, he may 
succeed. If not, he may find he has quite unneces¬ 
sarily brought on a crisis in command. 


Esprit de corps 

Leaders are also links by which primary groups 
are integrated into a larger, secondary group, and by 
which the values and directions of that larger group 
and the parent organization are impressed on the 
primary group . 58 High levels of esprit mean that 
soldiers' loyalties go beyond their primary face-to- 
face peers and immediate leaders. This is an impor¬ 
tant step if morale is to be maintained in combat, 
for hard fighting will result in losses, no matter how 
good the unit. 

If the will to fight depends solely on personal 
loyalties, it will wither as ties are severed by death 
and wounds, despite the bitterness toward the en¬ 
emy initially produced by the loss of buddies. For 
this reason, most Western armed forces have at¬ 
tempted to instill loyalties to a secondary group 
larger than the company but smaller than, for ex¬ 
ample, the Army. For navies this is often a ship, or 
a type of ship (e.g., submarines). In the more tech¬ 
nical branches, it is often a profession (e.g., the 
Medical Corps). For the combat arms soldier it is 
most often a regiment. 

The United States has been a notable exception in 
this regard, at least since World War II, though it 
has of late revived the idea, at least on paper, in 
concert with efforts to change the replacement sys¬ 
tem focus from individual to small "packages." 
Other Western armies, ironically, have been fight¬ 
ing a losing battle with cost-conscious governments 
to maintain their regimental systems. Admittedly 
not the cheapest way to fill an organizational struc¬ 
ture, these systems are designed to assure that re¬ 
placements arriving at any small combat group 
already share a significant body of common yet 
distinctive experiences with those they are joining. 
With luck, these commonalities serve as a skeleton 
upon which cohesion-building small group experi¬ 
ences can build. 

Although no longer tactical units in combined 
arms armies, regiments are both symbolic and ad¬ 
ministrative. Significant features of such systems 
have been distinctive names, colors, messes and 
dress, territorial affiliation and recruitment. The 
Royal Welsh Fusiliers, the Gordon Highlanders, 
and the second Scottish Rifles are familiar names 
even to Americans, whose units Bidwell 59 decried 
as "soulless things known by letters and 
numbers." 67(pl39 > Other features have included fixed 
home bases, unit training (even basic entry-level 
training), unit rotation (to the regiment's overseas 
area of responsibility), long service, and return as¬ 
signments. Museums, bands, veterans associations. 
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honorary ranks and publications are other frequent 
props the effect of which, ultimately, is to link the 
soldier's self-esteem to the reputation and expecta¬ 
tions of the regiment. 

Military mental health professionals are admit¬ 
tedly not in position to modify most of these esprit- 
producing activities, structures, and policies, which 
prevent potential stress casualties in combat. Psy¬ 
chiatrists are important beneficiaries, however, and 


should thus be knowledgeable and vocal oppo¬ 
nents of the ever more frequent attempts to replace 
these old-fashioned customs with more modern 
centralized, and less expensive practices that mis¬ 
takenly trade off peacetime economy for combat 
effectiveness. They can also be alert for ways to 
incorporate these esprit-building regimental trap¬ 
pings into available secondary groups like army 
divisions. 


ASSESSING MORALE AND COHESION 


Most leaders know a great deal about the status 
of their unit and its cohesiveness. They gather 
impressions, talk, listen, observe and monitor the 
kinds of problems unit members are having and can 
pretty well gauge whether their unit is militarily 
cohesive and effective. However, even the best leader 
can be blindsided, communications systems may 
fail, the press of other work may lead to inattention 
to danger signals, and the actual status of unit 
military cohesion may be misrepresented or misin¬ 
terpreted. For this reason the good unit leader 
should have the same kind of checklist for cohesion 
and cohesion related issues that he uses for his 
weapons system, supplies, and combat gear. As a 
prime beneficiary of good morale and cohesion, 
mental health professionals can and should provide 
advice and assist the leaders both in drawing up 
such a list, and in periodically using it to assess their 
unit. 

The definition of military unit cohesion was pre¬ 
sented earlier in the Chapter: The bonding together 
of soldiers in such a way as to sustain their will and 
commitment to each other, the unit, and mission 
accomplishment. This definition clearly has three 
major components, each potentially independent of 
the others and requiring attention in the assessment 
process: (1) horizontal bonding, binding members 
of the same leadership level (ie, soldiers with sol¬ 
diers, noncommissioned officer (NCO) with NCO, 
officer with officer); (2) vertical bonding, binding 
unit members of different ranks (soldier to squad 
and platoon leaders, commanding officer to sol¬ 
diers and NCOs); and (3) personal commitment to 
unit and army missions and values. Leaders at all 
levels have three major means of gathering infor¬ 
mation about these three facets of unit cohesion: 
personal observations, traditional morale indica¬ 
tors, and outside observers. Each facet has its pluses 
and minuses, but together they can provide a rea¬ 
sonably accurate snapshot of unit cohesion to the 
leader who wants to know. 


Horizontal Bonding 

Key questions to be answered in any assessment 
of horizontal bonding are: 

1. Do unit members (NCOs and officers as well 
as junior enlisted) have confidence in their 
peers? 

2. Do unit members have a sense of loyalty or 
commitment to their peers? 

A good leader (note that none of the actions 
discussed are meant to be restricted to company 
commanders) finds the answers to these questions 
by making first-hand observations, asking unit 
members (and members of other co-located units), 
and checking official records. The sort of things he 
looks for and asks about are: 

• Formal and informal requests for transfers 
out or into the unit (don't forget the most 
informal request of all - the absent without 
leave). 

• Reenlistments, and the reasons for reenlist¬ 
ing or not reenlisting. 

• Incidents of vandalism, theft of personal 
belongings or fights in the barracks or work 
areas. 

• Large numbers at daily sick call, especially 
when disposition is return to duty. 

• Off duty friendship patterns (Do members 
choose to play with the same people they 
work with? Do race, language, gender, or 
other common features count for more than 
assignment when it comes to choosing 
friends? Do the sides in informal ball games 
reflect work units? Do squads, sections, 
platoon have social get-togethers? [fishing 
or hunting trips? volksmarches? concerts? 
ballgames? and so forth]). 
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• Unit collections for soldiers in the hospital, 
with a death in family, a new baby, a new 
spouse, or birthdays. 

• Personal assistance. (Do unit members with 
personal difficulties, ranging from having 
debts to being out of shape, get any help 
from peers? Do peers feel any sense of re¬ 
sponsibility to help?) 

• Personal socialization. (Do unit members 
know each other's families, or do they view 
this as a silly question?) 

• Attempts by unit members, or subunit mem¬ 
bers, to make their work group special in 
some way (nicknames, attire, rituals, jargon). 

• "Initiation rites" or spur-winning require¬ 
ments for newcomers. 

• Humor. (Are unit members able to laugh at 
themselves and their difficulties or is work 
a grim struggle?) 

Vertical Bonding 

Key questions for vertical bonding are similar to 
those in the preceding section, except we are now 
talking across rank groups rather than strictly about 
peers: 

1. Do the unit's soldiers have confidence in their 
NCOs and commissioned officers? Similarly, 
do the officers and NCO's have confidence 
in each other and in their soldiers? 

2. Do the unit's soldiers have a sense of loyalty 
or commitment to their NCO's and officers? 
Do the NCOs and officers have similar 
feelings of loyalty and commitment to their 
soldiers? 

Finding the answers to these questions is gener¬ 
ally much harder than assessing horizontal cohe¬ 
sion because the leader's own relationships with his 
unit members are a central issue. In most cases, 
however, relations between subunit leaders and 
followers are not only easier to assess objectively, 
but also tend to reflect the leader's own situation as 
well because he sets the example. Once again he 
must make first-hand observations (in fact, the very 
act of making them tends to increase vertical cohe¬ 
sion! ); solicit the opinions of others, both inside and 
outside the unit, and pay attention to the unit's own 
records. He should be looking for: 

• Technical competence in leaders. Soldiers 
will not have confidence in leaders who are 


not themselves experts in the subjects they 
teach. NCO's should be leading the way on 
skills qualification tests, as well as setting 
the example for fitness and appearance. 
Put-downs. Rarely will a unit member make 
disparaging remarks about a higher rank¬ 
ing unit member (in your presence!), but in 
low-cohesion units many in the chain of 
command will freely and frequently "put 
down" those under their supervision. 
Communication flow. In a high cohesion 
unit, the commanding officer will hear about 
problems, gripes, snafu's from those in¬ 
volved, not outsiders. Likewise, information 
that he puts out to subordinate leaders will 
get all the way down to the newest private. 
Personal data. Platoon leaders and platoon 
sergeants will know at least all their squad 
leaders well enough to tell you their first 
names, their wives' names, whether they 
have kids, their hobbies and interests, and 
so forth. Squad leaders will be able to tell 
you these things about their squad mem¬ 
bers. The commanding officer should know 
this information about at least the platoon 
leaders and platoon sergeants. Do the pri¬ 
vates know his name, and the names of 
those in their chain of command? 

Social interaction. How often do the unit's 
leaders, including the commanding officer, 
simply chat with subordinates about their 
lives, in and out of the workplace? 
Availability. How busy is the commanding 
officer's office during "open door" hours? 
Lots of traffic may mean the junior leaders 
are not generating the same trust and con¬ 
fidence in their subordinates that he is. 
Inspector General complaints, congres¬ 
sional, inquiries, and so forth. By definition 
these actions indicate lack of trust in the 
chain of command. 

Language. Who are junior enlisted talking 
about when they say "we?" When subordi¬ 
nate leaders bring problems to the com¬ 
manding officer for advice and help, do 
they say "we have a problem in our unit" or 

"Private_has a problem in my unit?" 

Spouse and family member contact with 
unit leaders. Do spouses see leaders as a 
source of help in time of need? Do they 
even know who the unit leaders are, or how 
to contact them? Conversely, are there any 
attempts being made to keep families in- 
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formed about unit activities, post or Army 
"bennies," opportunities, etc.? 

• Outside activities of unit leaders. Are unit 
leaders so busy being students, teachers, 
coaches, club members, moonlighting, and 
so forth, that unit members have a hard 
time seeing themselves as top priority? 

• Decision sharing. Do unit leaders solicit 
input from their subunits when they have a 
decision to make which affects them (ie, does 
the leader attempt to make the decision 
"ours" rather than "his"?) 

Commitment 

The U.S. Army has long recognized the signifi¬ 
cance of instilling in your soldiers values it holds in 
esteem, e.g., readiness, loyalty, discipline, punctu¬ 
ality, courage, physical fitness, and above all mis¬ 
sion accomplishment. Military unit cohesion im¬ 
plies widespread success in this process, so that 
every unit member holds a similar set of values and 
behaves accordingly. These behaviors, which all 
members of the unit exhibit and expect of others in 
the unit, are the unit standards. Although it is the 
commanding officer who most often makes these 
standards explicit, a highly cohesive military unit 
requires some degree of personal commitment to 
them by every unit member. Important questions 
for the leader are: 

• Do unit members (all ranks) know what his 
values and priorities are? 

• Do the members of his unit act as if they 
shared them? 

In practice, the extent of vertical bonding in the 
company will play a large role in the personal com¬ 
mitment of lower ranking unit members to unit and 
army ideals and goals. The following are checks on 
vertical bonding as well as on personal commitment: 

• Can unit members (all ranks) state the unit's 
general mission, and more importantly, the 
missions and goals of upcoming exercises 
and other unit actions? A good starting 
place is the commanding officer himself. 

• Can unit members tell you why their own 
job is important to unit success? 

• Do unit members show pride in being in the 
army, and in this unit in particular? Do they 
wear the uniform and unit crest properly? 
Do they rush to take it off as soon and as 
frequently as possible? Is there anti-Army 


graffiti in the unit areas? Are salutes and 
greetings rendered freely and with enthu¬ 
siasm (in both directions)? 

• What kind of a reputation does the unit 
have around the post? Do members have 
respect and status because of membership? 
Do they realize this? 

• Are disciplinary actions increasing, decreas¬ 
ing, higher than sister units? Are they for 
military infractions or criminal infractions 
(ie, acts punishable in civilian courts as 
well as in military courts)? 

• Do unit members know anything about the 
unit's history? Do they hold onto any myths 
about the unit's recent or distant past? 

Command Climate 

No action takes place in a vacuum, and many 
good intentions never result in actions at all because 
of circumstances beyond the control of the parties 
involved. Leaders at every level of the army can 
have a powerful effect, for better or worse, on the 
ability of their subordinate leaders to build militar¬ 
ily cohesive teams. They thus have the obligation to 
ask themselves, in any assessment of unit cohesion, 
whether they are encouraging, or even allowing, 
subordinate leaders to follow the advice they get in 
their manuals on leadership and team building. 
Indeed, unless the leaders lose sight of the fact that 
they themselves are central figures in the vertical 
bonding process, they will have largely answered 
this question in their assessment of the unit's verti¬ 
cal bonding. There are, nonetheless, a few items that 
deserve close inspection by themselves, because they 
may on occasion conflict with other worthwhile 
activities or goals: 

• Intra-unit turbulence. Reducing the fre¬ 
quency of permanent change of station 
moves, or restricting the range of units to 
which a soldier might be reassigned is per¬ 
haps necessary for cohesion, but it is not 
sufficient. It is stability in face-to-face rela¬ 
tionships which is most important in this 
regard. Continual cross-leveling and reshuf¬ 
fling of junior leaders thus makes team 
building just as difficult as continual per¬ 
manent changes of station. 

• Unit goals, priorities, values, standards. 
Making these clear-and consistent across 
levels of authority is every leader's responsi¬ 
bility. Remember that what the boss checks 
on is what's important as far as subordi- 
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nates are concerned, regardless of what is 
said or published. Are there standard op¬ 
erating procedures, directives, guidelines, 
and so forth that conflict with stated priori¬ 
ties or values? 

Loyalty. Does the boss reward subordinate 
leaders for being loyal to their soldiers? Or 
is his idea of a "team player" one who gives 
an enthusiastic "yes" to all his ideas? 
Equitable benefits. Does the boss see to it 
that accomplishment of unit objectives re¬ 
sults in benefits for all, even when the con¬ 
tributions of some are clearly greater than 
others? 

Subordinate credit. Is the boss careful to 
ensure that subunit leaders get proper (or 
maybe more than proper) credit from their 
men when rewards are handed out, or even 
when simple SNAFU's are straightened out. 
Success. Does the boss actively seek out 
tasks on which his unit can succeed. Does 
he fight off unreasonable demands from 
higher HQ? 

Unit individuality. Does the boss allow your 
subunits to differentiate themselves? Is stan¬ 
dardization so important to him that he 


prevents subunits from developing their 
own identities? 

• Perceived lack of organization. How often 
do plans get changed? Are sufficient rea¬ 
sons provided for subunit leaders to dispel 
perceptions of disorder? Does the benefit 
always justify the price, which is the under¬ 
mining of unit members trust and confi¬ 
dence in their leaders? 

Like everybody else, leaders tend to see their 
world as they would like it to be, not always as it is. 
Therefore, it becomes especially important for them 
to check their views constantly against those of 
others they respect and trust. These might include 
fellow commanders, the sergeant major, respected 
senior NCOs outside the unit, chaplains, or medics. 
Some of these folks will know of questionnaires and 
other team building techniques that may be of ad¬ 
ditional help. One example, found in the Unit Cli¬ 
mate Profile Commander's Handbook , 68 is an 82-item 
questionnaire designed for use by unit command¬ 
ers in assessing their unit's psychological readi¬ 
ness. It comes with directions for scoring and 
some guides to interpreting the 21 "climate areas" 
assessed. 


SUMMARY AND CONCLUSIONS 


One constant in the ever-changing nature of war¬ 
fare over the centuries has been the recognition that 
success on the battlefield involves more than the 
appropriate disposition of men and weapons. 
Whether this unknown factor X be called soul, spirit, 
heart, or morale, it refers to the enthusiasm and 
persistence with which soldiers carry out the pre¬ 
scribed activities of their unit. Since World War II 
we have known that it is crucial not only to success, 
but also to survival itself. Determinants of morale 
include both individual and group factors. Among 
the former are biological needs such as adequate 
food, sleep and protection from the elements, al¬ 
though most frequently it is the relative rather than 
the absolute satisfaction of these needs which is 
important for morale. Other individual needs are 
psychological, and not so negotiable as the physi¬ 
cal. High morale demands a goal, a role, and a 
reason for self-confidence. 

Perhaps the most critical determinants of indi¬ 
vidual morale are group factors, unit cohesion and 
esprit de corps. Confidence in the ability and will¬ 
ingness of peers and leaders to protect in combat 
and a feeling of obligation to do the same for them 


are the heart of unit cohesion. Military activities, 
field exercises especially, provide opportunities 
to observe the abilities of one's unit, but other 
shared experiences, including the purely recre¬ 
ational, can confirm for the soldier that his com¬ 
rades are willing to stick by him. A perception 
that the group is short on either ability or will¬ 
ingness puts the soldier at risk to become a stress 
casualty. 

When soldiers' loyalties and confidence go be¬ 
yond their immediate work group, we speak of 
their esprit de corps. This impersonal sort of bond¬ 
ing is important because combat means casualties, 
and if the will to push on depends solely on per¬ 
sonal loyalties, it will wither as casualties mount. 
To the extent that small unit leaders are seen as 
typical of the larger organization some of the confi¬ 
dence and loyalty they generate will accrue to the 
organization as well. However, most Western armies 
have made deliberate efforts to instill loyalty to a 
secondary group large enough that its members do 
not all know each other, but small enough that all 
can share a body of distinctive experiences. The 
regiment is the best example. By extending this 
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network of mutual obligation in which the soldier 
functions, his morale can withstand better the loss 
of close friends because replacements are already in 
the network. The military mental health profes¬ 


sional must form a strong partnership with unit 
leaders in maximizing these elusive qualities well 
before the first battle or soldiers will pay the price in 
combat casualties. 
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INTRODUCTION 


This chapter examines military family issues as¬ 
sociated with combat readiness. It includes a de¬ 
scription of the history of the still-evolving relation 
between the military and its families. Discussion of 
military culture is included to enhance understand¬ 
ing of current military beliefs, customs, and actions. 
Both military history and military culture have 
shaped and determined how the military and its 
families interact and affect one another. Their inclu¬ 
sion is necessary to understand the military-family 
interface in the modern armed forces. It is within 
this interface that families can affect military readi¬ 
ness. Finally, the chapter highlights the importance 
of institutional efforts to build and sustain healthy, 
self-reliant families as a factor in promoting mili¬ 
tary readiness. The information in this chapter is 
important for all operational mental health person¬ 
nel supporting divisions and corps, including men¬ 
tal health teams and hospital sections. It is also 
important for garrison mental health and human 
services agencies and even has value for local social 
service agencies supporting military families. The 
active-duty U.S. Army is the primary focus of this 
chapter. However, the issues discussed are relevant 
to the other U.S. military services (Navy, Marine 
Corps, and Air Force). Some of the issues also apply 
to Reserve and National Guard component service 
members and their families. 

Historically, military families were not included 
in the discussion of organizational prevention of 
combat stress casualties or any other aspect of mili¬ 
tary readiness. The military family was simply not 
considered a part of military readiness. This is not 
surprising because until fairly recently (circa 1967), 
our enlisted military force comprised mostly single 
men (61% )d Among units that actually face the 
enemy on the battlefield (combat and combat sup¬ 
port units), it was unusual to find married soldiers 
in the enlisted ranks. Wives were primarily associ¬ 
ated with higher ranking servicemen (who have 
generally adequate pay and good support groups), 
who had the time and experience to have adjusted 
to military life. This ensured that there was no 
historical precedent for considering family effects 
on readiness. This situation changed during the 
past 20 years (1970-1990). The change was due to 
the accumulation of data from a number of sources 2,3,4 
that unequivocally demonstrated that families can 
and do affect military readiness. 


Military unit readiness is assessed routinely. It is 
based on a numerical score determined by compar¬ 
ing the actual availability of personnel and material 
with a published description of what the unit re¬ 
quires (at 100% strength). This measure is not fully 
relevant to discuss organizational factors affecting 
soldier functioning because an important aspect of 
our discussion concerns psychological readiness. 
Therefore, in this chapter, unit readiness is defined 
to comprise additional (but inherently more diffi¬ 
cult to measure) attributes. We define readiness as a 
combination of a soldier's willingness and ability to 
do his job and cope in peacetime and during com¬ 
bat, and the army's ability to retain trained service 
members during peacetime. Obviously this defini¬ 
tion involves much more than a simple manpower 
count. 

We now know that family life affects a service 
member's military performance during peacetime 
and during combat. Families play a major role in the 
army's retention of personnel and also affect the 
service member's well-being. The military has its 
own set of regulations, cultural norms, and behav¬ 
ioral proscriptions. These affect military families, 
especially when they are not congruent with behav¬ 
iors acceptable to the larger society. At the same 
time, the service member's duties and military situ¬ 
ation can have an important effect on family life and 
family member well-being. The dynamic and recip¬ 
rocal relations between these institutions (military 
and family) vary across the family life cycle and the 
soldier's career. 

Before the creation of an all-volunteer U.S. Army 
in 1973, less than one-fourth of junior enlisted sol¬ 
diers were married, although the majority (80%) of 
older officers and noncommissioned officers (NCOs) 
were married. 1 This adoption of the all-volunteer 
military established the pattern for the current mar¬ 
ried career military force. It is important to remem¬ 
ber that the composition of army families is not 
static. Every year large numbers of families leave 
the military and return to civilian life, while other 
new families join (or are established in) the army. 

The timing of this change also coincided with 
numerous changes in U.S. society's views and ex¬ 
pectations about family composition and family 
member roles. Today, the employed husband-fa¬ 
ther and his homemaker wife-mother no longer 
reflect the normative U.S. family. Like society at 
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large, the military services also have a wide variety 
of family types, including dual-career families, 
single-parent families, and families where the wife 
is the military member and the husband is a civilian 
dependent. Despite this variety, the career compo¬ 
nent of the military, especially the army, is still 
composed almost exclusively of stable, two-parent 
families, 5 and traditional family values remain the 
institutional norm. 

In 1983, the U.S. Army formally embraced the 
family when the then Army Chief of Staff, General 
John A. Wickham, Jr., issued a white paper stating 
that "A partnership exists between the Army and 
Army families. . . . Towards the goal of building a 
strong partnership, the Army remains committed 
to assuring adequate support to families in order to 
promote wellness; to develop a sense of commu¬ 
nity; and to strengthen the mutually reinforcing 
bonds between the Army and its families." 6 Under¬ 
lying this partnership was a clear sense of its import 
to the mission: The Army recruits soldiers but re¬ 
tains families. 6 Headquarters, Department of the 
Army, proclaimed 1984 as the Year of the Army 


Family. During 1984, the first in a series of Army 
Action Plans was developed, and the army estab¬ 
lished the U.S. Army Community and Family Sup¬ 
port Center, a major headquarters office, to oversee 
the development and operation of all army-family 
policies and programs. In 1988, this center became 
a Department of Defense organization. 

While there are some demographic differences 
between services, the major difference in family 
demographics (and especially family lifestyle) is in 
the comparison between military and civilian popu¬ 
lations. The vast majority of today's military fami¬ 
lies are young couples with small children. When 
compared to their civilian age cohorts, military 
members marry earlier, bear children at an earlier 
age, and have somewhat more children than their 
civilian counterparts. There are also proportionally 
fewer single parent families in the Army than in the 
similar-aged civilian population. 7 From an economic 
perspective, all army families have at least the in¬ 
come of one parent and access to a range of health 
and social service resources sometimes not avail¬ 
able to civilian families. 


CHANGING EXPECTATIONS AND CHANGING CULTURE 


During the most recent 20-year period (1970s to 
1990s), all the military services have been confronted 
by society's increased expectations for benefits, ser¬ 
vices, and employment accommodations for spouses 
and for expectations for a range of family-related 
services, such as programs for the handicapped, 
special needs children, and recently dependent eld¬ 
erly parents. In addition, adoption of the all-volun¬ 
teer force resulted in a current force that is predomi¬ 
nantly married and contains a stable but small 
minority of alternate family types (eg, single-parent 
families, dual-career families, and so forth). The 
dramatic increase in the number of young enlisted 
families led to a corresponding need to expand and 
enhance a variety of family support services de¬ 
signed to ease some of the stressors associated with 
military life. In response to this need, the Depart¬ 
ment of Defense developed a variety of programs 
and administrative services such as the child care 
centers and volunteer-based community service pro¬ 
grams to support and manage the needs of military 
families. The stressors can be categorized into 
two major areas: (1) cultural, based on organiza¬ 
tional norms developed over the years; and (2) 
military life, based on unit demands on the ser¬ 
vice member. 


Cultural Norms and Family Stress 

Until the 1980s, all family members were referred 
to by the term dependent. Military regulations re¬ 
flected the fact that the spouse (typically the wife) 
and children were dependent on the military mem¬ 
ber (typically the male) for all support, including 
access to military benefits and services. The term 
dependent is now considered to be pejorative in 
nature; the term family member is currently the ac¬ 
ceptable way to refer to a spouse or child of a 
military member. This change was fostered in part 
by effective women advocates pressing military 
leaders for change, including a change in overall 
status as a military spouse (Wickham's concept 
of partnership referred to earlier). However, the 
term dependent is still well entrenched in the minds 
and vocabulary of the active military forces to¬ 
day. 

Before the increases in the number of married 
enlisted soldiers, military families were predomi¬ 
nantly wives of NCOs and officers. There was an 
expectation that these wives would support their 
husband's military careers by performing various 
service or charitable activities. Senior enlisted and 
officers' families were implicitly made part of the 
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military, but they received little formal recognition 
and no compensation. 

Today, however, military spouses are increas¬ 
ingly likely to be employed outside the home. The 
spouses of career military members may also be 
trying to establish their independent careers. In 
spite of these trends, military spouses often feel that 
they should not work, and they are sometimes even 
made to feel that it is their duty to volunteer for post 
community activities. Not long ago, complaints by 
a group of U.S. Air Force wives led to a letter by the 
Secretary of Defense banning such pressure in all 
services. 8 However, military culture based on the 
traditional premise that wives are dependents will 
undoubtedly continue to foster these competing 
roles and competing demands. It is easy to see how 
the stress normally associated with such expecta¬ 
tions is exacerbated in a marriage where one part¬ 
ner is often unavailable for "domestic duty" be¬ 
cause of the priority attached to military duties and 
where frequent separations are considered the norm. 

Military spouses are subjected to the demands of 
a number of competing, overlapping, and some¬ 
times mutually exclusive roles. The military spouse 
is often idealized as a competent homemaker, 
mother, and volunteer. While the number of single 
parents, male spouses of service members, and the 
number of dual-career couples are relatively small 
in comparison with the traditional male service 
member (female family member, military family), 
the issues of balancing the requirements of military 
duty and family life are even more complicated and 
often more stressful for these families. The military 
has historically supported rank-based wives clubs 
(generally for officers and NCOs wives) that per¬ 
form both social and charitable functions. Today's 
unit-based family support groups did not evolve 
until the 1980s. Although their precise purpose var¬ 
ies by military command and facility, the most 
common functions of these sanctioned spouse 
groups are to enhance communication between the 
unit and wives and to encourage development of 
social supports to help buffer against stress com¬ 
monly associated with military life. In particular, 
they are to help families cope during lengthy unit 
training or operational deployments. Today's fam¬ 
ily support group generally mimics the military 
chain of command, and the commander's wife is 
usually the leader. This hierarchy is sometimes 
referred to as a "chain of concern." Members 
serve as an important communication link be¬ 
tween the military unit and spouses connected 
with it and ensure that spouses have a support 


group when their active duty partners are de¬ 
ployed. 

Spouses of all ranks are supposedly able to, and 
are even expected to (by the military), associate 
freely and work together. After all, the spouse has 
no military rank, but many wives "wear" the rank 
of their soldier husbands. Especially among the 
spouses of higher ranking service members, many 
expect status benefits to accrue from their own 
years of marital association with the military. These 
contrary expectations led to the presumption that 
wives of different rank soldiers must not socialize; 
this presumption is firmly embedded in the 
military's traditional culture. This implicit norm is 
occasionally asserted explicitly; it is tacitly under¬ 
stood by seasoned military husbands and wives 
alike. Indeed, such interspouse socialization is la¬ 
beled as a form of fraternization and is often alleged 
to be "against the regulations." (Fraternization is a 
military term for inappropriate interrank relation¬ 
ships). Although no such regulation concerning 
spouses has ever existed, the myth of a spousal 
fraternization ban exerts great influence on family - 
to-family relationships in military communities and 
within units. The effect can be to decrease social 
integration and social support, isolate those lower 
ranking families who most need help, and reduce 
familial support for the service member to remain 
on active duty. 

Some family members remain out of the reach of 
unit family support programs. For example, a wife 
who elects (or is required) to remain in the United 
States when her husband is assigned overseas is 
usually not carried as a member of any military 
family support group even if she has remained in 
the vicinity of an army installation. Army-spon¬ 
sored support programs for these "waiting" spouses 
are typically weak or nonexistent. These waiting 
families are full-fledged military families with all 
the rights and privileges due any family member, 
but practically and administratively they are treated 
quite differently (ie, they are often ignored). As the 
U.S. Army downsizes and reduces the number of 
soldiers stationed overseas, short-term, unaccom¬ 
panied tours of duty and long training deployments 
will become the norm. As a result, more families 
will find themselves in this difficult and sometimes 
ambiguous waiting category. 

Single parents are officially recognized as mili¬ 
tary heads of households and provided the same 
financial and service benefits as married soldiers. 
However, within the Army's very traditional cul¬ 
ture they are sometimes not well tolerated by unit 
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leaders and are usually ignored by formal spouse 
organizations. Soldiers who are single parents usu¬ 
ally are not included in formal unit family activities 
such as support groups. Single parents are also not 
usually included in unit mailings to military families. 

In many cases, these cultural aspects of the mili¬ 
tary work against the adjustment of the young mili¬ 
tary family. It is the young family with a low income 
that is at greatest risk for coping problems. The U.S. 
Army has a large number of such families, many 
with very small children. Regardless of the nature 
of their extended family relationships, these fami¬ 
lies often lack the immediate availability of ex¬ 
tended family support during some of the most 
difficult and challenging phases of both marital and 
military life. The increased stress this places on the 
soldier can certainly decrease his effectiveness on 
the job during peacetime training and wartime com¬ 
bat. To the extent that spouses are dissatisfied with 
family life in the military, they will not support 
further active duty by the service member. 

The marital and parenting issues associated with 
these family responsibilities may distract or physi¬ 
cally impede the soldier from participating in unit 
training activities, and when severe, these family- 
life difficulties (eg, a spouse's severe illness or in¬ 
jury) may make the soldier nondeployable for com¬ 
bat. In this sense, family problems present serious 
readiness challenges for small unit commanders 
and military service care providers, for example, 
social workers, family counselors, drug and alcohol 
counselors, and other specialists. 

Military Life and Stress 

Unit factors, especially the attitude and behav¬ 
iors of small unit leaders, have a tremendous effect 
on soldier well-being and, in turn, on the well-being 
of the soldier's family. When leadership and morale 
in the unit suffer, the problem is often transferred to 
home and family. Army policy and policies made at 
division, brigade, and battalion levels affect the 
soldier in a general way. But the day-to-day coping 
and adjustment of the typical soldier and his family 
are determined by the attitudes and behaviors of 
the soldier's company commander, first sergeant, 
platoon sergeant, and squad leader. This is one of 
the reasons why small unit leadership is such a 
critical dimension of military readiness, and it pro¬ 
vides a model for understanding the reciprocal re¬ 
lation between the army and its families. 

In spite of the change in the official attitude, unit 
leader attitudes and practices often betray a con¬ 


trary belief that does not include family members as 
full-fledged partners in the military mission. For 
example, we have observed rules against wives 
telephoning the military unit, expectations that 
wives must join affiliated wives' clubs, ignorance of 
spouses' and children's needs for a reasonably pre¬ 
dictable time off-duty, and the need for reasonable 
duty schedules with sufficient time off to meet 
family needs. Such practices contribute to negative 
attitudes toward further military service. On the 
other hand, when unit leaders attend to the issue in 
a positive way, enhanced family adjustment and 
commitment to the military can result. 

There is a common belief 5 among military family 
advocates that family life in the military is more 
stressful than civilian family life. This assertion is 
based on factors like frequent, prolonged, or unan¬ 
nounced absences; "lockins"; long and often irregu¬ 
lar duty hours with a corresponding inability to 
share domestic and child care responsibilities; fre¬ 
quent family moves; legal constraints and require¬ 
ments of military service; and stress associated with 
training with modern weapons and the real possi¬ 
bility of deployment to a combat zone. Frequent 
reassignment and relocations may have a negative 
impact on the military family member's personal 
well-being, employment, and career opportunities. 
These beliefs are supported by research. For ex¬ 
ample, Lewis 9 reported that U.S. Air Force wives 
viewed their lives as more stressful than their civil¬ 
ian counterparts, and Pierce and Luchsinger 10 found 
that U.S. Air Force wives reported greater psycho¬ 
logical stress than comparable civilian wives. 
Vernez 11 concluded that the U.S. Army environ¬ 
ment is yet more stressful for families than is that of 
the other services. 

Many of these military life stressors impact on 
children. Father (and now, mother) absence can 
have a profound negative impact on children's so¬ 
cial and psychological development. 12,13 Further¬ 
more, family relocations require children to change 
schools and disrupt their social networks of friends, 
teachers, and other important sources of develop¬ 
mental support. The developmental problems to 
which this mobility can contribute were reported 
by Shaw and Pangman. 14 While some civilian fami¬ 
lies experience similar stressors, no one group in 
American society is so institutionally bound to an 
organization for all aspects of life as is the military 
family. 

For most soldiers, worries about the home front 
can be a source of severe distress, can jeopardize the 
individual soldier's ability to adequately partici- 
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pate in training activities, and most important can 
interfere with the soldier's ability to adequately 
perform his combat role. Worry or preoccupation 
with home-front issues jeopardizes self and other 
unit members, risks the success of the mission, and 
places the soldier at risk for psychological break¬ 
down. In modern combat, these problems can be 
more severe than ever before. Deployed soldiers 
may be engaged in combat within hours or days of 
arrival into the theater of operations. They may 
have little if any time to shift their mental focus 
from family to the events at hand. Even in the 
remotest parts of the world, current technology 
allows soldiers instantaneous telephone communi¬ 
cation with their families. While this contact can be 
comforting to soldiers and their families, it also 
means that there is no buffer (of time and psycho¬ 
logical distance) between the soldier and family. 
Loneliness and immediate concerns about well-be¬ 
ing are brought into the present in a situation where 
the soldier and family are relatively helpless to 
effect any change or provide real comfort. This 
situation presents a tremendous challenge for all 
small unit leaders. 

Across a typical military career, families face a 
variety of life-cycle issues. These issues include 
marriage, birth of children, raising and educating 
children, moving households, career decisions of 
civilian spouses, and so forth. Various life stages 
will be stressful for some families and most families 
will experience some type of family or individual 
member physical, psychological, or social crisis 
during one or more of these periods. Such personal 
or family crises inevitably have at least a temporary 
impact on the service member's military perfor¬ 
mance. This impact means that military leaders 
must be able to manage soldiers' experiencing fam¬ 
ily difficulties and at the same time to ensure that 
the unit's mission is accomplished. Leaders require 
the skill and knowledge to direct the soldier to seek 
and make use of appropriate military and civilian 
services designed to correct or ameliorate family- 
related stress. Otherwise, family issues will ad¬ 
versely affect the soldier's performance and reen¬ 
listment and, in turn, unit readiness. 

While military families may experience unique 
stressors associated with their military lifestyle, 
some unique aspects of social and emotional sup¬ 
port distinguish military from civilian family life. 
By the nature of their transient lifestyle, career 
military families find that other military family 
members and various unit and military commu¬ 
nity-based organizations become over time their 


primary source of tangible and emotional support. 
This is particularly true for soldiers in the combat 
arms and soldiers associated with combat units. 
Regardless of the strength of their initial extended 
family ties, across the time and distance of a mili¬ 
tary career these ties usually diminish (at least as 
sources of everyday tangible support). If they are 
replaced, it is usually by ties to other military 
families that they have come to know across the 
experiences of shared time and military-related 
hardships. 

Military families typically develop strong rela¬ 
tionships with other military families based on their 
shared experiences, proximity, and similar life cir¬ 
cumstances. Lrequent relocations force military 
families to continually re-create local friendships. A 
shared military identity and daily activities involv¬ 
ing the use of common installation programs and 
services facilitate relationship development in this 
somewhat nomadic lifestyle. Regardless of rank, 
most military families use the post (base) exchange 
and the commissary. Most also use the military 
medical facilities as needed, and many live in 
military housing. Specific stressors, such as 
spouse absence due to training requirements, or 
stressors associated with an actual combat de¬ 
ployment serve to facilitate bonding among mili¬ 
tary families. 

Military families also have access to a wealth of 
support agencies; few of these agencies are avail¬ 
able to the public at large or from other civilian 
employers. It is this institutional commitment to 
family well-being, especially during a deployment, 
that provides soldiers the psychological capacity to 
leave family and place their lives in danger. 

There are also many myths about military family 
life. One of these is that military families are bonded 
together in close knit military communities. While 
some military families live in the all-encompassing 
confines of a military installation, most military 
families live offpost, and much of their life (reli¬ 
gious activities, education of their children, family 
recreation, and shopping) centers on activities in 
the civilian sector, not on the military installation. 
Even for military families who do live on post, most 
typically perceive their sense of community in terms 
of their neighborhood—the area comprising the 
houses and apartments on a few streets around 
them. 15 This operational face-to-face level organizes 
important daily aspects of their family life. 16 How¬ 
ever, military families living overseas are increas¬ 
ingly likely to live on a military installation and to 
use military facilities and services. As the number 
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of military families overseas continues to decline countries diminish the value of the dollar, these 
and as the monetary exchange rates in these host trends will continue. 

FAMILY ISSUES AND READINESS 


Retention 

Military readiness includes the retention of 
trained service members. The link between family 
issues and retention has been well documented. 
Moghadam, 17 in a study across time, found that 
wives' attitudes towards reenlistment were as im¬ 
portant as soldiers' intent in predicting soldiers 
later actual reenlistment behavior. Lewis 9 found 
that wives' attitudes toward reenlistment in the 
U.S. Air Force predicted career intent of their air¬ 
man husbands. Dansby and Hightower 18 reported 
job-related satisfaction and retention were re¬ 
lated to spouses' attitude toward and commit¬ 
ment to the military. Two studies of retention in the 
Navy reported similar conclusions. Seboda and 
Szoa 19 and Bruce 20 found that wives' attitudes re¬ 
lated significantly to their husband's career in¬ 
tent. The former study included follow-up and 
confirmed that career intent predicts retention 
behavior fairly accurately. 

The implication that the military must attend to 
family needs to maintain force levels is clear. This 
issue will become more critical in the future if cur¬ 
rent demographic trends continue. Thus, the per¬ 
sonnel pool of young men and women is predicted 
to shrink. At the same time, job complexity with its 
increased training costs and costs to replace skilled 
workers will continue to rise. Unfortunately, mili¬ 
tary leaders and those responsible for family pro¬ 
grams do not always agree on priorities for re¬ 
sources, programs, and demands on troop time. 
Military leaders typically give priority to the imme¬ 
diate mission; family program managers give prior¬ 
ity to family needs. Long-term consequences (eg, 
spouses might not support continued military ser¬ 
vice) are rarely considered by local military leaders. 
Nichols 21 pointed out that family issues need to be 
integrated into the broader concerns of military 
operations and military management. A report by 
the Army Science Board (an independent advisory 
group to the Secretary of the Army) concluded: 
"Recognition of the powerful impacts of the fam¬ 
ily on readiness, retention, morale and motiva¬ 
tion must be instilled in every soldier from the 
soldier's date of entry-to-service through each 
succeeding promotion." 22(p5) 


Military Performance 

The link between family issues and military per¬ 
formance is supported primarily by assertion and 
belief and only somewhat by empirical research. A 
bibliography of military research prepared by the 
Military Family Resource Center in 1984 2 illustrates 
this point. Of the more than 200 references listed, 
none involve an empirical study of the influence of 
families on military readiness. At the same time, 
military leaders need to know more about the mili¬ 
tary life factors that are known to influence family 
member well-being, general life satisfaction, and 
support of a spouse's decision to remain in the 
military. These factors include length and predict¬ 
ability of duty hours, training absences, deploy¬ 
ments, family relocation, unit communication with 
families, and unit support during temporary family 
difficulties. Many of these factors are controlled or 
influenced by local commanders and are likely to 
have variable impacts depending on factors such 
as the service member's military and family life 
stage. 

While there are only a limited number of empiri¬ 
cal studies linking readiness and family issues, there 
are considerable data 4,23,24 from which one can infer 
a family impact on readiness. For example, domes¬ 
tic problems in the home are believed to translate 
into decreased combat effectiveness and increased 
risk for death on the battlefield. Data from the 
Israeli Defence Force (IDF) show that 30% of their 
casualties in the Lebanon War were due to combat 
stress reaction, a temporary breakdown due to ac¬ 
cumulated stress. It renders the soldier dysfunc¬ 
tional and unable to effectively carry on. The IDF 
found that soldiers who had experienced certain 
marital discord or stress in personal relationships 
(parents or girl-friend) were at especially high risk 
to suffer a combat stress reaction. 25,26 

U.S. Army medical personnel have frequently 
reported 27,28 that both military sick call and family 
member outpatient visits increase just before a de¬ 
ployment, probably due in part to an increase in 
family stress. Knudson and colleagues 27 demon¬ 
strated negative changes in the general well-being 
of wives associated with their husbands' deploy¬ 
ment. In 1979, a major study 29 of the relation be- 
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tween unit deployment and various associated 
health problems was begun at the Walter Reed 
Army Institute of Research. This study was among 
the first to detail the reciprocal relation between 
family life stress and soldier adaptation. A similar 
military-family life reciprocal relation was demon¬ 
strated by Schneider and coworkers 30 in a report 
showing that wives' adjustment is related to morale 
in their husbands' military unit (and unit morale is 
a commonly accepted readiness factor). 

Other investigators 4,31 reported that individual 
performance and combat efficiency are in part 
dependent on marital and family issues. For ex¬ 
ample, Dooms 32 reported on a U.S. Air Force- 
Europe study that identified broadly defined per¬ 
sonal and family factors related to air crew stress 
as figuring in 7 of the command's 10 aircraft 
crashes during the study period. Although these 
last results were based on expert opinion (rather 
than on quantitative data), they point out a dra¬ 
matic and important relation between family is¬ 
sues and military performance. 

The Present 

While there are still family issues that need to be 
addressed, the Persian Gulf War resulted in a num¬ 
ber of changes in policies and programs and repre¬ 
sents a high-water mark in the relation between the 
U.S. Army and the U.S. Army family. (The same is 
true for each of the other services and, to a lesser 
degree, the U.S. Army Reserve Components.) When 
U.S. military forces began their deployment to South¬ 
west Asia, senior Department of Defense officials 
spoke publicly about our nation's commitment to 
our military families. National and local news me¬ 
dia described the stress experienced by military 
families and showed stories about family courage 
and commitment. For army leaders in the United 
States and Germany taking care of the families of 
deployed soldiers was a primary mission. 

Military installations, often with the support of 
the surrounding civilian communities, became a 
focal point for making certain that the deployed 
soldier's family was enmeshed in a social support 
safety net. An array of programs and services were set 
in place to cover a range of contingencies from normal 
life stressors such as the car breaking down to the 
crisis posed by the potential of mass combat casual¬ 
ties. No military service in history ever devoted more 
resources to sustaining its military families. 33 

The Persian Gulf War provided an extensive test 
of the various components of the military's family 


support system. For the most part, family support 
efforts worked well. Overall, only a small percent¬ 
age of active duty soldiers were not able to deploy 
because of severe family problems, and few soldiers 
had to return early due to family problems. Even 
the army families already deployed in Europe weath¬ 
ered this deployment without large numbers of 
families returning to the United States. However, 
the Persian Gulf War demonstrated that the U.S. 
military, and particularly the Army, cannot deploy 
a major force into combat without the reserve com¬ 
ponents. The Persian Gulf War was a convincing 
demonstration that being a member of the military 
reserves requires being prepared to put civilian life 
aside for an extended period of active duty, possi¬ 
bly in a combat zone. Many reservists, their spouses, 
and their children were not adequately prepared 
for this reality, and as a result, they experienced 
significant distress during the deployment. A U.S. 
Army review 34 of these experiences highlights the 
need to substantially enhance reserve component 
family support services and benefits. 

The Persian Gulf War deployment, particularly 
of an already forward deployed force in Europe and 
large numbers of Reserve and National Guard per¬ 
sonnel, demonstrated a depth and range of family 
needs that sometimes exceeded institutional plans, 
capabilities, and leadership expectations. As a re¬ 
sult, a new era has emerged. The leadership focus 
has shifted from taking care of families to promot¬ 
ing family readiness. By family readiness, leaders 
mean enhancing family self-sufficiency so that the 
family supports and sustains the soldier in peace¬ 
time and during war and does not become an addi¬ 
tional source of stress for the deployed soldier to 
carry onto the battlefield. The Persian Gulf War 
provided a powerful example of the important rela¬ 
tion between the military family and the army. This 
is a relation that exists at the level of the soldier's 
unit, the installation where the family resides, and 
the senior levels of the army where family policy 
is developed and managed. 

Survey and interview data 33 suggest that the most 
important sources of support for most of these mili¬ 
tary families were their relationships with immedi¬ 
ate friends, neighbors, and especially the families of 
other unit members. Unit-based family support 
groups, facilitated by assistance from the unit rear 
detachment, were primary sources of informa¬ 
tion, practical assistance with day-to-day family 
life problems, and personal social support. Just 
knowing that there was a family support group 
available to assist in an emergency provided the 
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spouses of deployed soldiers a sense of comfort 
and security. 

The Future 

The rest of the 1990s presents enormous chal¬ 
lenges for the U.S. Army and the other military 
services. The demise of the Soviet Union and the 
birth of democracy in eastern Europe shifts the 
focus of military readiness from the threat of global 
war with the now defunct Warsaw Pact to rapid 
response to regional confrontations, such as the 
invasion of Panama, the Persian Gulf War, and the 
humanitarian relief effort in Somalia. At the same 
time, Europe is evolving beyond the post-World 
War II structure that has dominated United States- 
European relations for the past 40 years. There has 
also been marked flux in the relation between North 
Korea and South Korea. Overall, the direct outcome 
of these changes will be a much smaller U.S. mili¬ 
tary. Army forces will be primarily based in the 
United States yet will be required to be constantly 
ready for rapid deployment for a range of world¬ 
wide contingencies. In terms of reduction in size and 
relocation of personnel from overseas back to the 
United States, the army has borne the brunt of these 
changes. The other services and the reserve compo¬ 
nents have been affected, but to a lesser degree. 

It is possible that the 1991 army's 750,000 mem¬ 
bers will be reduced in size by 1995 to a force of 
about 450,000 soldiers. This reduction is a very 
stressful process for soldiers and families and cre¬ 
ates an extended period of uncertainty for every¬ 
one. For those leaving the army as a result of force 
reduction, the move back to areas in the United 
States with weak economies and high unemploy¬ 
ment rates makes the transition all the more diffi¬ 
cult. Some individual and family problems and 
conditions (eg, a child with a severe physical handi¬ 
cap requiring lifelong specialized care) may also 
require a decision to leave military service. (This 
decision may come voluntarily or be directed by the 
army if the condition prevents the soldier from 
meeting his military duty requirements.) These 
are often questions of individual and family val¬ 
ues and lifestyle choices and / or an official recog¬ 
nition that for a variety of reasons, the individual 
does not meet retention standards. Individuals 
faced with such decisions need counseling and 
institutional support. Family members may also 
benefit from professional advice and counseling 
to ease the difficulties associated with transition 
back to civilian life. Organizations that have a 


climate of caring provide employees with 
outplacement counseling and transition assis¬ 
tance. The recent implementation of the Army 
Career and Alumni Program (ACAP) to assist 
soldiers' (and family members') transition back 
into civilian life demonstrates this enlightened 
attitude. 

The all-volunteer force means that the majority 
of service members, especially in the career grades, 
will continue to be married. If there are any substan¬ 
tial demographic changes in the composition of the 
force, they are likely to be changes among those 
family types (single parents and dual-career couples) 
who face the greatest challenge maintaining their 
ability to meet family demands, the increased re¬ 
quirement for extensive training absences, and the 
need to be available for immediate worldwide de¬ 
ployment. For example, the Persian Gulf War dem¬ 
onstrated that family care plans (for single and 
dual-career military parents) have to be realistic 
and take into consideration extended absences and 
the possibility of combat. The Persian Gulf War 
made it clear that the requirement to deploy in¬ 
volves everyone in uniform including those in the 
reserves. These are all readiness requirements that 
cannot be taken lightly. 

Downsizing the military, returning forces to the 
United States, and in particular maintaining a world¬ 
wide rapid deployment capability will have an enor¬ 
mous impact on military family life. Retaining only 
the best will add pressure to the perceived greedy 
relation that already exists between duty and fam¬ 
ily life demands. 15 While an army based primarily 
in a small number of U.S. installations may provide 
an opportunity for longer periods between family 
moves, the focus on readiness for rapid deployment 
and contingency operations requirements will likely 
mean frequent training deployments, including ex¬ 
tended 3-, 6-, or 12-month overseas unit-training 
exercises. These deployments bring with them added 
stress for the soldiers, the spouses, and especially 
the children who have to shoulder this readiness 
burden. 

In addition, there is always the possibility of 
military involvement in what appears to be a 
growing array of regional, ethnic-based conflicts, 
as well as the likelihood of our using military 
personnel to assist in a variety of worldwide 
humanitarian relief efforts. For an army that is 
composed primarily of soldiers who have signifi¬ 
cant family responsibilities, the relation between 
the stress of a military lifestyle and family life 
remains a critically important topic. The fact that 
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the majority of these military families will con- a readily available extended family support system 
tinue to be young and inexperienced and without heightens these concerns. 

CONCLUSION 


A paucity of married soldiers and cultural val¬ 
ues established in the all male military in which 
wives were "dependents" delayed recognition of 
the vital role families play in readiness. Today, 
military family policy is one element of a na¬ 
tional defense policy. Military families play an 
important role in recruitment, retention, and com¬ 
mitment to the combat mission. Even good soldiers 
distracted by family concerns do not make effective 
soldiers. Family issues affect individual and unit 
readiness and function as a protective factor in 
preventing combat stress reactions. The U.S. mili¬ 
tary services have made a substantial commitment 
to family wellness. These efforts view family mem¬ 
bers as true partners in a military that is seen as a 
way of life, not simply a job. The family's responsi¬ 
bility in this partnership is to support the service 
member and other unit families and to participate 
in building and sustaining healthy, supportive mili¬ 


tary organizations. The military's responsibility 
is to create an environment where families and 
family members can prosper and realize their 
potential. 

The future has many implications for this part¬ 
nership. The structure of the military, the way it 
trains and operates, and the demands that it will 
make as an institution on service members and 
their families will continue. What is not changing 
is the basic premise that the volunteer force con¬ 
cept will continue to be the way the United States 
staffs its armed forces. The force will continue to 
be composed primarily of married personnel, 
especially in the career ranks but increasingly 
among newer and younger service members. Fam¬ 
ily life will continue to be an important source of 
strength and support for soldiers, and family life 
stress will remain an important readiness issue 
for all the military services. 
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INTRODUCTION 


In 1947, Sobel 1 described soldiers who were "burnt 
out" and "worn out." These were highly dedicated, 
previously very efficient soldiers who, after pro¬ 
longed, continuous exposure to combat, became 
reluctant to accept responsibility for others, began 
to show difficulty in making decisions, and came to 
prefer routine, simple tasks over more challenging 
ones. They had difficulty making new friends and 
instead tended to be viewed as "callous, cold task 
masters, and slave drivers." 1(p316) They exhibited 
symptoms of mild depression and a loss of self- 
confidence, as manifested in a tendency to make 
self-deprecatory remarks. Their ability to carry out 
their duties deteriorated to the point that they be¬ 
came unfit for combat and a handicap to their units. 
In spite of these changes, their motivation to carry 
out the mission remained steadfast. Because they 
were often noncommissioned officers (NCOs), the 
term old sergeant syndrome was coined. In many 
respects, old sergeant syndrome is similar to the 
phenomenon of burnout as the term has since evolved 
in the civilian literature. 

Despite Sobel's early use of the term burnt out, 
Freudenberger 2 is generally credited with writing 
the first published paper on burnout. He described 
a constellation of symptoms occurring among highly 
dedicated civilians working in the free clinic move¬ 
ment. He noted that a number of physical and 
behavioral symptoms typically appeared in indi¬ 
viduals after they had worked at the same institu¬ 
tion for about 1 year. Like soldiers suffering from 
old sergeant syndrome, burned-out clinic workers 
appear depressed and emotionally exhausted. They 
become anxious and irritable. They become cynical 
and suspicious of the people with whom they work. 
Their thinking becomes rigid and inflexible. They 
resist change, however warranted, viewing any¬ 
thing new as a further drain on their already over¬ 
whelmed coping resources. They experience physi¬ 
cal symptoms such as fatigue, headaches, 
gastrointestinal disturbances, and sleeplessness. 
Burned-out people spend an increasing amount of 
time at work but accomplish less and less. They 
spend time just "hanging around" at work as if they 
have nowhere else to go. They may in fact have few 
social activities outside of the workplace because 
routinely working overtime may have negatively 
affected their relationships with people outside of 
work. 


Since Freudenberger's 2 description of burnout, 
numerous accounts have appeared describing a simi¬ 
lar syndrome among individuals in a variety of 
occupations, including nurses, 3 ' 4 physicians, 5 emer¬ 
gency medical technicians, 6 mental health work¬ 
ers, 7 social service workers, 8 ' 9 police officers, 10 teach¬ 
ers, 11 and employees of a commercial manufacturing 
firm. 12 

Despite the initial use of the term burnt out to 
describe a military population, only a few stud¬ 
ies 3 ' 13 ' 14 have examined burnout in military person¬ 
nel. Nonetheless, military duty is fraught with stress¬ 
ful experiences that are conducive to the 
development of burnout. In fact, stress may be an 
integral part of military training: 

Basic training is designed to place the trainee under 
various forms of stress, both physical and psycho¬ 
logical. While some trainees are in better physical 
condition than others, mechanisms exist so that 
almost all experience stress. The stronger trainees 
may be required to carry an extra 25 pounds of 
machine gun or radio on a speed march. Trainees 
doing calisthenics are not allowed to look at one 
another so that they can locate a group norm; there¬ 
fore, each trainee may be required to do his own 
personal maximum of pushups. There are other 
forms of physical stress—hunger, thirst (in field 
training), and sleep deprivation. . . . 

Psychological stress has a number of sources. Fear 
of failure and the companion fear of being recycled 
(repeating part of basic training in another com¬ 
pany) are among the most severe types of psycho¬ 
logical stress, especially for marginal soldiers. Psy¬ 
chological stress is also generated intentionally by 
arbitrary and sometimes conflicting demands. One 
drill sergeant said in an interview that he would see 
to it that his platoon, which had been doing very 
well, "won't be able to do anything right 
tomorrow." 15(pl5) 

Stress can produce beneficial as well as detri¬ 
mental consequences: 

Stress can in some cases have an energizing ef¬ 
fect, causing those who are prepared and able to 
do so to rise to the occasion of a stressful situation 
by rendering an exceptional performance. The 
probability of such a productive response is en¬ 
hanced by training and experience, and indeed 
much of a military unit's preparatory efforts are 
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devoted to developing the capacity to perform 
well under stress. 


We must also recognize that there is another kind of 
stress, one which decreases the effectiveness of lead¬ 
ers and units. . . . Such stress is not the result of a 
deliberate effort to use it for productive purposes, 
but rather derives accidentally or collaterally from 
policies and practices that are otherwise motivated. 
It serves no useful purpose, but instead undermines 
individual and unit effectiveness. More importantly, 
it results from institutional approaches that leaders 
as practicing managers have some capacity to 
change. . . . We are talking here of some middle 
ground between stress which is deliberately created 
for positive reasons, on the one hand, and stress 
which is in the nature of things and cannot be 
avoided on the other. 16(ppl76 ' 177) 


While psychiatric reactions to combat stress 
have long been recognized as a significant source 
of lost troop strength, reactions to chronic occu¬ 
pational stress in the peacetime military have 
received relatively little attention. However, 
chronic occupational stress in the military poses 
a threat to military performance in noncombat as 
well as combat situations and jeopardizes attain¬ 
ment of the peacetime mission of preparing mili¬ 
tary personnel for combat. 

This chapter examines the problem of burnout 
in the military. The symptoms of burnout are 
emotional, cognitive, behavioral, and somatic. 
Burnout may impair combat readiness and de¬ 
crease resistance to combat stress breakdown 
through its effects on group cohesion, morale, 
job performance, and physical and psychological 
health. 


DEFINITION AND DESCRIPTION 


While definitions of burnout vary, the commonly 
accepted view is that burnout is a means of coping 
with a difficult work situation. 17 One definition is 
that burnout is a "commonly employed set of mal¬ 
adaptive coping reactions to high and continuing 
levels of perceived job stress and personal 
frustration." 18(p7) An alternative definition 819 is that 
burnout is the experience of occupational tedium or 
physical, emotional, and mental exhaustion. Most 
commonly, burnout is defined as a syndrome of 
emotional exhaustion, depersonalization, and a lack 
of a sense of personal accomplishment that oc¬ 
curs in response to chronic exposure to occupa¬ 
tional stressors. 20 

Individuals who are burned out feel psychologi¬ 
cally drained or emotionally exhausted. They feel 
that their coping resources are being severely taxed 
by their work, and they feel incapable of dealing 
with any additional stress. They feel "at the end of 
their rope." Often they suffer from "professional 
depression," that is, they feel sad or unhappy about 
their work and have little enthusiasm or energy for 
their work. 21 In addition, they feel that they have 
little emotional energy left for involvement with 
other people. Human service professionals who are 
burned out are less involved in the problems of 
their patients or clients and may even view friends 
and family members as a further drain on their 
limited coping resources. 19 

Another sign of burnout is decreased interper¬ 
sonal sensitivity, also referred to as 
depersonalization. Burned-out individuals often 


develop negative, callous, dehumanizing attitudes 
toward patients or coworkers. 8 211 This suggests that 
burnout poses a threat to unit cohesion, which is 
vital to effective military performance 22 and to pre¬ 
vention of psychiatric breakdown in combat. 23 

People experiencing depersonalization become 
distrustful of the people with whom they work. 
They tend to view patients or clients as deserving of 
their own problems. They distance themselves from 
people at work in a variety of ways. They may come 
to treat other people not as individuals but rather as 
members of some category—for example, as mem¬ 
bers of a particular rank group or type of unit. 
Human service providers who are burned out may 
react to patients or clients in a strictly intellectual 
manner. They may view patients or clients only in 
terms of their problems; the familiar example is 
when a healthcare provider refers to a patient not by 
name but as "the gall bladder in Room 41." 

Medical personnel who are burned out limit their 
interactions with patients. For example, physicians 
who are high in emotional exhaustion report that 
they cope by doing work that does not involve 
interacting with people, such as paperwork. 20 Nurses 
who are burned out spend less time with patients. 24 

Burned-out medical personnel may also reduce 
their emotional involvement with patients by deliv¬ 
ering mechanical medical care. Glass 25 observed 
this happening in psychiatrists who served in com¬ 
bat theaters during World War II. As Glass sug¬ 
gests, burnout can have deleterious effects on the 
quality of medical care provided: 
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The psychiatrist himself is likely to become weary 
and emotionally exhausted in combat. . . . Under 
these conditions the psychiatrist may at times lose 
his diagnostic sense and emotional balance. All pa¬ 
tients then begin to look alike to him, and he may 
identify himself with his patients and see them as all 
equally deserving of evacuation; or seeing them all 
as volitionally motivated, he may adopt a harsh 
policy, assume a severe and caustic manner, and 
return to duty soldiers who are completely unfit for 
combat. 25(pp61 ' 62) 

In addition to emotional exhaustion and 
depersonalization, people experiencing burnout be¬ 
lieve that they are not accomplishing anything 
worthwhile at work. They feel that their accom¬ 
plishments are falling far below the expectations 
held by themselves and others. In fact, their percep¬ 
tions that their productivity has decreased are likely 
to be accurate. Burned-out workers take more fre¬ 
quent work breaks and are absent more often than 
their colleagues. 26 

Another symptom associated with burnout is a 
desire to avoid decisions, problems, or changes at 
work. This avoidance is especially likely in indi¬ 
viduals who are dissatisfied with their accomplish¬ 
ments at work. 2 ' This finding suggests that burnout, 
by stifling initiative and impairing performance, 
jeopardizes attainment of the military mission. 

Burnout is also associated with a greater ten¬ 
dency to report somatic complaints, 28 health prob¬ 
lems, 19,29 and difficulty sleeping. 19 Chronic occupa¬ 
tional stress has been associated with increased risk 
of developing cardiovascular disease. 30,31 Stress al¬ 
ters immune functioning, increasing susceptibility 
to infections, 32,33 and influences cancer progression. 34 

Chronic occupational stress may also increase 
health-impairing behaviors. Burnout is associated 
with increased use of drugs to cope with work- 
related stress, 19,3 ’ including the use of prescription 
drugs to calm down. 24 In drug addicts trying to 
overcome their habit, stress makes relapse more 
likely. Individuals often consume more nicotine 
and alcohol when under stress, and their eating 
habits may change. 36 

The pervasive nature of burnout is suggested by 
the dissatisfaction individuals suffering from burn¬ 
out report with their careers, their lives, and their 
marriages. 5 Because burnout is associated with a 
greater desire to change jobs 8,20,35,37 and with actual 
job turnover, 21,37 burnout may hinder the retention 
of trained military personnel. 

Recruitment and retention of nurses are tremen¬ 
dous problems for the military, which currently 


faces a shortage of both registered nurses and li¬ 
censed practical nurses. 38 Nurses who are burned 
out are more likely to change jobs than their col¬ 
leagues who are not burned out, suggesting that 
alleviating burnout may facilitate retention of mili¬ 
tary nursing personnel. 21 

While burnout is associated with decreased job 
satisfaction, the correlations are not so high as to 
suggest that burnout is synonymous with job dis¬ 
satisfaction. 26,37,38,39,40,41 Individuals suffering from 
burnout may be satisfied with their job but dissatis¬ 
fied with their work performance. 

Organizational consequences of burnout include 
decreased productivity, increased healthcare costs, 
increased absenteeism, 21 increased tardiness, 19 and 
unauthorized extension of work breaks. 42 Burnout 
may impair not only the quantity but also the qual¬ 
ity of the "product" rendered by the organization. 
In human service organizations, staff burnout may 
lead to deterioration of the quality of services ren¬ 
dered to clients, even though the organization's 
statistical reports may remain stable or even im¬ 
prove. 43 While this obviously has implications for 
human service providers in the military, its impli¬ 
cations for other types of military personnel are less 
obvious. In combat troops, for example, burnout 
may be prevalent when, despite a unit's improve¬ 
ment on objective indicators, its mission readiness 
is deteriorating. 

In fact, burnout may be a useful description of 
"the shift in emphasis from being good to looking 
good" 44(p28) that followed the initial success of the 
Unit Manning System (COHORT [cohesion, opera¬ 
tional readiness, and training]) experiment. The 
purpose of the COHORT program was to develop 
highly cohesive, high-performance units through 
personnel stabilization and special training efforts. 
The demanding training pace was coupled with 
expectations that the units would perform flaw¬ 
lessly under high-visibility conditions. Eventually, 
the intense pressure led to impaired performance; 
decreased cohesion; reduced motivation; and au¬ 
thoritarian, centralized leadership, symptoms that 
arguably could be attributed to burnout. 

Burnout vs Other Military Stress Reactions 

This book discusses various psychiatric syn¬ 
dromes that occur in response to military occupa¬ 
tional stressors. These syndromes are distinguish¬ 
able according to the chronic or acute nature of the 
stressor, the chronic or acute nature of the response, 
and the intensity of the stressor. For example, com- 
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bat stress reaction (also still called "battle fatigue") 
may occur as a reaction to acute or chronic combat 
stress. Acute combat stress reaction is a readily 
reversible condition accompanied by heightened 
physiological arousal. 45 In contrast, chronic combat 
stress reaction is recalcitrant to treatment and is 
accompanied by physiological hypoarousal. Post- 
traumatic stress disorder (PTSD) is a chronic reac¬ 
tion to an acute stressor, which may be combat or 
another traumatic event. Individuals experiencing 
PTSD show signs of heightened physiological 
arousal. 

Burnout is similar to chronic combat stress reac¬ 
tion in that it is a state of hypoarousal that occurs as 
a result of chronic exposure to stressors. 45 The signs 
and symptoms of the two syndromes are similar. 
Manifestations of chronic combat reaction include 
depression, paranoia, decreased tolerance for frus¬ 
tration, excessive complaining, withdrawal from 
social interaction, sleep disturbances, weight loss, 
and abuse of alcohol and drugs. The differences 
between burnout and chronic combat stress reac¬ 
tion may be more quantitative than qualitative, 
the two conditions differing in intensity of the 
stressor (combat versus more mundane peace¬ 
time occupational stressors) and intensity of the 
response. 

The Process of Burning Out 

Many theories have been offered to explain how 
burnout develops. One theory 46 is that burnout be¬ 
gins when an individual who is extremely commit¬ 
ted to an unsatisfying job increases the number of 
hours worked in order to attain high expectations 
held by others or, more likely, by the individual. As 
the number of hours worked increases, exposure to 
workplace stressors increases, draining the person's 
"finite store of 'adaptation energy.'" 46(p43j Conse¬ 
quently, the person's efficiency decreases. The 
person's response to feeling unproductive is to work 
more, which further increases exposure to work¬ 
place stressors and depletes the person's energy 
level. This self-perpetuating cycle is likely to result 
in burnout unless the individual takes time away 
from normal work duties to recover. 

This theory is consistent with Selye's 4 ' descrip¬ 
tion of the stress response, which he called the 
General Adaptation Syndrome. According to Selye, 
initial exposure to a stressor is associated with in¬ 
creased resistance as the person tries to overcome 
the threat associated with the stressor. Prolonged 
exposure to the stressor eventually leads to the 


depletion of adaptive resources, to the breakdown 
of resistance, and finally to a state of exhaustion. 

The progressive erosion of coping resources is 
apparent in the following description of soldiers 
suffering from old sergeant syndrome: 

With self-esteem as the mainstay of their personali¬ 
ties, they were able to resist the terrific onslaught of 
the combat environment. During their early combat 
careers they proved themselves able to "take it," but 
once a break in efficiency occurred, self-confidence 
became progressively weakened. Yet responsibility 
was not slackened but often was increased. Forced 
to carry the same or a heavier load in the face of 
death and destruction, a cycle between increased 
responsibility and hesitancy to accept it was set up. 
This conflict was productive of a progressive and 
insidious type of anxiety. 1(p320) 

The development of a decreased sense of per¬ 
sonal accomplishment has been explained from the 
perspective of attribution theory. 20,48 This viewpoint 
suggests that when helping professionals note that 
they have become less responsive to the needs of the 
people they are supposed to help they blame them¬ 
selves and view themselves as inadequate. Because 
exposure to workplace stressors has been relatively 
constant, it is difficult for individuals to identify a 
situational cause for their increasingly negative at¬ 
titudes toward others. 

When burnout develops, it is usually not because 
exposure to workplace stressors has suddenly in¬ 
creased, but rather because an individual's ability 
to cope with chronic occupational stressors has 
eroded over time. The result is a dispositional attri¬ 
bution to self or to the people with whom one 
works. A dispositional attribution to self is espe¬ 
cially likely for individuals who do not discuss 
personal feelings with colleagues and therefore feel 
that their experiences are unique. Sharing a sense of 
depersonalization with colleagues would help indi¬ 
viduals identify the situational causes of their own 
behavior. 

When a dispositional attribution to the people 
with whom one works is made to explain workers' 
decreased sense of personal accomplishment, help¬ 
ing professionals may develop negative, dehuman¬ 
izing views toward clients or patients. When help¬ 
ing professionals sense that their efforts are not 
producing positive changes in recipients' lives, they 
may blame recipients for their own problems. This 
attitude is consistent with the "just world hypoth¬ 
esis," the tendency to blame victims for their own 
misfortune. Viewing recipients as too lazy, stupid. 
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bad, or weak to change their own life circumstances 
allows providers to avoid feeling ineffective. 48 

A lack of feelings of personal accomplishment 
can produce depersonalization not only in those 
who provide health and social services to military 
personnel and family members, but also in leaders 
who are frustrated with the progress of the soldiers 
they are expected to lead. Trying to fulfill the peace¬ 
time training mission can be frustrating for leaders 
when competing missions and lack of facilities, 
equipment, or other resources make it difficult to 
produce the desired change in trainees. 

This process occurred following the Vietnam con¬ 
flict when the Army was plagued with indiscipline, 
drug abuse, and racial incidents. 49 In response to 
these problems, NCOs developed an authoritarian 
leadership style. They emphasized strict discipline, 
believing that yelling at soldiers and remaining 
aloof from them was the best way to motivate them. 
Socializing with subordinates was viewed as un¬ 
professional, as fraternization. The lesson that car¬ 
ing for the troops produces better soldiers was 


forgotten. While the appropriateness of the term 
burnout to describe this process is debatable, the 
process seems parallel to that described in healthcare 
workers. 

Some writers 50 have argued that organizations as 
well as individuals can burn out, implying that 
burnout is contagious among members of a work 
group. This contention makes intuitive sense. When 
a work environment is stressful, burnout is likely to 
be common. When employees become burned out, 
they become more difficult to get along with and 
less productive. This situation increases the emo¬ 
tional strain as well as the workload of the other 
employees, thus increasing the likelihood that they 
too will burn out. 

Some investigators have argued that there are 
stages of burnout. For example, one model 12 postu¬ 
lates eight phases of burnout, with depersonalization 
and a lack of a sense of personal accomplishment 
occurring in the early stages, and emotional ex¬ 
haustion developing in the later stages. Evidence 
for such a stage model is weak at best. 


OCCUPATIONAL FACTORS ASSOCIATED WITH BURNOUT 


Researchers have tried to determine why burn¬ 
out is more likely in some work environments than 
in others. Occupational characteristics examined in 
relation to burnout include overload, role ambigu¬ 
ity, role conflict, lack of control, lack of positive 
feedback, and stressful interpersonal duties. 

Overload 

The common-sense notion of burnout is that it is 
caused by the stress of working too hard for too 
long. There is evidence to support this belief. For 
example, studies of teachers 51,52 show that those 
who have larger numbers of students have higher 
levels of burnout in general and of emotional ex¬ 
haustion in particular. The comments of a staff 
officer involved in the Unit Manning System echo 
reports of a relationship between overload and 
emotional exhaustion: "Doesn't anyone have the 
guts to set priorities? Everything is number one 
priority, and we're just using up the troops." 44(p28) 
The effects of overload extend beyond emotional 
exhaustion. In a study 8 of social service providers, 
caseload was positively correlated with occupa¬ 
tional tedium, with the development of negative 
attitudes toward clients, and with the desire to 
change jobs. It was negatively correlated with lik¬ 


ing the job, liking the agency, and being satisfied 
with the job. 

A study 14 of Army personnel assigned to rapid 
deployment force units found that the relationship 
between hours worked and burnout was different 
for junior enlisted personnel and NCOs. Among 
junior enlisted personnel, the more hours worked 
per day, the greater the emotional exhaustion. 
Among NCOs, those who reported working a greater 
number of hours per day also reported more of a 
sense of personal accomplishment. Nevertheless, 
NCOs who indicated that their time off was insuffi¬ 
cient to allow them to take care of personal business 
reported greater emotional exhaustion. 

The difference in relationship between hours 
worked and burnout for NCOs and junior enlisted 
personnel can be easily explained. NCOs spend a 
lot of time on tasks that they perceive as meaningful 
but trainees perceive as meaningless. Because it is 
difficult to measure the performance of soldiers 
serving in the combat arms in peacetime, military 
leaders often view the number of hours spent train¬ 
ing for combat as an indicator of the effectiveness of 
training. By definition, 8 hours of training is viewed 
as better than 4 hours, and 12 hours is even better. 
Long hours in the field may produce burnout if 
those hours are viewed as unnecessary and mean- 
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ingless by trainees. NCOs have more control than 
junior enlisted personnel over how they spend their 
work time and, therefore, are less likely to spend 
long hours on tasks they perceive as meaningless. 

When superiors do not properly manage subor¬ 
dinates' time, working long hours can be especially 
frustrating for subordinates: 

One day we hung around the motor pool til 1630 
doing nothing, then suddenly we got word that we 
had to prepare twelve vehicles to be turned in for 
scrapping, and they had to be ready by 0730 the next 
day. So we work all night on trucks that are to be 
junked. Is this the mission? 44(p21) 

This kind of inadequate planning can weaken 
morale, reduce confidence in leaders, and produce 
burnout. Leaders' expectations that subordinates 
work unnecessarily long hours can ultimately be 
counterp ro du ctive. 

Maslach suggests that longer work hours pro¬ 
mote greater burnout only to the extent that those 
hours involve "continuous direct contact with pa¬ 
tients or clients," 48(p37) especially with patients or 
clients who are in some way difficult to deal with. It 
may not be the amount of time spent in direct 
contact with clients per se, but dissatisfaction 
with the nature of that contact that best predicts 
burnout. 8 

A widely accepted assertion of military leaders is 
that they spend 90% of their time dealing with 10% 
of their soldiers. In other words, they spend a grossly 
disproportionate amount of time with the worst 
soldiers—that is, those who have gone absent with¬ 
out leave (AWOL), bounced checks, or have other 
disciplinary problems. Because soldiers who are 
doing well are less likely to come to the attention of 
NCOs, spending time with "problem" soldiers con¬ 
tributes to a lack of a sense of personal accomplish¬ 
ment among NCOs. Most NCOs do not mind spend¬ 
ing long hours working but do mind spending them 
needlessly. For example, NCOs see helping soldiers 
with their personal finances as a distraction from 
mission-related work. 

Overload involving responsibility for the well¬ 
being of other people is especially likely to result in 
stress and adverse health effects (eg, among air 
traffic controllers). 53 This finding suggests that in 
addition to direct contact with patients or clients, 
responsibility for those patients or clients may in¬ 
dependently contribute to burnout. Consistent with 
this finding is Sobel's 54 observation that the soldiers 
who were most prone to develop old sergeant syn¬ 
drome were those who had before breakdown a 


great deal of responsibility for other soldiers. For 
NCOs and officers, who are legally charged with 
looking after the welfare of the troops in their com¬ 
mand, responsibility for subordinates may contrib¬ 
ute to burnout. 

The relationship between burnout and workload 
is complex. Long hours coupled with perceptions 
that the time is not well spent are likely to lead to 
burnout. Overload can contribute to burnout, but it 
is only one of a number of factors implicated in 
burnout. 

Role Ambiguity 

Role ambiguity occurs when a person is uncer¬ 
tain about role expectations in a job. 11 The person is 
confused about the responsibilities and rights asso¬ 
ciated with the job, about how best to perform the 
job, and about the criteria used to evaluate job 
performance. Role ambiguity is positively corre¬ 
lated with depersonalization, emotional exhaus¬ 
tion, and lack of a sense of personal accomplish¬ 
ment. 11 Role ambiguity is also associated with job 
dissatisfaction, physical symptoms of stress, job 
turnover, and impaired job performance. 27 Burnout 
is lessened when organizational rules and policies 
are clearly communicated and workers know what 
to expect from their jobs. 7 

In the military, "other duties as assigned" is part 
of every service member's job description; this may 
produce role ambiguity. The mission is often de¬ 
fined on an ad hoc basis and redefined daily: Paint¬ 
ing the barracks may be defined as the mission one 
day, and conducting field training exercises may be 
the mission the next. Inconsistent application of the 
criteria used in making retention and promotion 
decisions may also promote role ambiguity. 

Role Conflict 

Role conflict occurs when a person cannot recon¬ 
cile the inconsistency between two or more sets of 
expected role behaviors. Role conflict increases the 
likelihood of burnout. 11,55 In a study of enterostomal 
therapists, role conflict was cited as the most com¬ 
mon cause of burnout. 55 

Military leaders are charged with fulfilling the 
mission and looking after the welfare of the 
troops. These responsibilities may conflict; an 
example is when impossible or stupid missions 
are called for by superiors even though they may 
demoralize, frustrate, or simply waste the time of 
subordinates. 
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Role conflict may be especially high in so-called 
"boundary positions," 53(p62) that is, positions that 
involve interacting with people both inside and 
outside an organization or work group. This asser¬ 
tion is supported by findings of higher role conflict in 
middle managers than in blue-collar employees. 57 
Military personnel occupying boundary positions 
include company-level and platoon-level senior 
NCOs as well as lieutenants in charge of a platoon. 
Individuals in the military with more than one 
professional identity—for example, military offic¬ 
ers who are also nurses—also occupy boundary 
positions and may be especially likely to experience 
role conflict. 

Military medical personnel may experience con¬ 
flict between their roles as healthcare providers 
acting on behalf of individual patients and their 
roles as military personnel serving the military mis¬ 
sion. The duty of the military physician is to maxi¬ 
mize combat strength. In the civilian community, 
those who are most severely injured or most seri¬ 
ously ill are generally treated first. In a combat 
situation, individuals who are most salvageable 
may be at highest priority for treatment; the worst 
injured may be treated last. Effective treatment as 
well as ineffective treatment may pose a threat to 
the patient's life because treatment may lead to 
return of the successfully treated service member to 
combat. 

Role conflict is also likely when an employee is 
expected to do more than is possible given the 
constraints of time and resources. The army's phi¬ 
losophy of "do more with less" may promote burn¬ 
out. Lack of administrative support, as manifested 
in insufficient funds or equipment to accomplish all 
of several competing organizational goals, may pro¬ 
duce role conflict. A senior officer commented on 
the chronicity of this problem: 

Throughout my service the demands on the army 
and organizations in it have often been out of pro¬ 
portion to the people and resources available. The 
army seldom adjusted goals that had been estab¬ 
lished prior to reductions in force and budget cuts. 
Too many "can do" commanders at brigade level 
and above tried to do them all.... The troops and the 
army as an organization paid the price. 58(p39) 

Sometimes an organization makes incompatible 
demands, producing role conflict. An emphasis on 
short-term results may compromise the longer term 
interests of the organization. For example, during 
the Unit Manning System experiment, pressure for 
quick results produced an emphasis on looking 
good that occurred at the expense of being good. 44 


The short-sighted "zero defects" approach creates 
an atmosphere in which a leader will ask a unit 
member who is particularly adept at a particular 
task to always perform that task for the unit. As a 
result, other unit members will not learn how to 
perform the task, thereby decreasing the unit's pre¬ 
paredness for combat. 

Another source of role conflict is an incompat¬ 
ibility between demands and abilities, as occurs 
when an individual is assigned a task but lacks the 
adequate training to perform that task. 56 Individu¬ 
als whose education and training did not provide 
them with the necessary skills and knowledge to 
perform the tasks expected of them may be espe¬ 
cially prone to burnout. 43 A study 20 of public contact 
employees revealed that employees who felt that 
their job training had been inadequate scored higher 
on all burnout measures. 

Role conflict may also stem from an incompat¬ 
ibility between work and home responsibilities. 
Civilian healthcare workers complain that the de¬ 
manding nature of their work interferes with their 
family responsibilities. 59 For military medical per¬ 
sonnel, changes of assignment and temporary duty 
create additional friction between work and family 
responsibilities. This friction may explain why burn¬ 
out is reportedly higher among military nurses than 
among civilian nurses, 3 even among those who work 
at the same hospital. Whether resulting from com¬ 
peting work demands or from conflicting work and 
home responsibilities, role conflict has been associ¬ 
ated with increased burnout. 41 

Lack of Job Control 

Being unable to control or predict events can be 
stressful. 60 The military organization exerts greater 
control over its personnel than most civilian organi¬ 
zations, for example, by restricting where they live 
and what they wear. Furthermore, soldiers com¬ 
plain that being unable to predict the length of the 
duty day wreaks havoc on their personal lives. 44 
This lack of control has pervasive effects on soldiers 
and their families, as indicated by the wife of an 
active duty member: 

I've just given up planning anything! Meals, mov¬ 
ies, vacations. To hell with it! We plan it, and get it 
all set up, and they send him off. I don't trust his 
commander. He just wants to look good, and he'll 
volunteer Jack for anything that comes along. 44(p38> 

Military personnel may also view the decisions 
of a promotion or retention board as uncontrollable 
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and unpredictable. In the U.S. Army, these deci¬ 
sions are made by a group of individuals unknown 
to the person being evaluated. The priorities of the 
individuals making the decisions are to some extent 
unknown and may conflict with those of the service 
member's raters. 

Healthcare professionals, especially physicians, 
have a great deal of job autonomy; however, they 
have limited control over the outcomes of their 
work. Sometimes patients misunderstand the treat¬ 
ment regimen or do not comply with it for other 
reasons. Sometimes patients simply cannot be 
helped given the constraints of current medical 
knowledge. 

Exposure to uncontrollable or unpredictable stres¬ 
sors or both can lead to increased stress, impaired 
job performance, and increased insensitivity to¬ 
ward other people. These effects may persist even 
after exposure to the uncontrollable or unpredict¬ 
able situation has ended. 60-61 

Individuals who perceive that they have control 
over various aspects of their work report less burn¬ 
out. 62-63 When employees are allowed to work inde¬ 
pendently and have input into decision making, 
burnout is less likely. 7-56 Junior enlisted personnel 
tend to have little autonomy in their jobs, and this 
lack may explain why they are more likely than 
officers or NCOs to develop burnout. 14 

Responsibility without appropriate decision¬ 
making input may be especially stressful. This pre¬ 
dicament is illustrated by the comments of a squad 
leader who stated: "I'm responsible for training my 
squad, but I have no input to the training schedule. 
I know what my men need to practice, but I get no 
training time." 44(p2b) Decisions are made at higher 
levels in organizations with high burnout levels, 37 
suggesting that micromanagement contributes to 
burnout: 

A number of company commanders said that their 
bosses constrained their autonomy, punished inde¬ 
pendence, and compromised their credibility. . . . 
One platoon leader complained that after position¬ 
ing a machine gun in a defensive maneuver he was 
required to change its location three times after 
successive visits from the company, battalion, and 
brigade commanders. The lieutenant, noting that 
the weapon ended up in about the same position 
where he had first placed it, lamented, "You'd think 
after two years they'd realize I know where to put 
the damned thing." 44(pp26 ' 27) 

Despite the generally positive effects of having 
control, a caveat about control must be presented 
here: The effects of control over a stressful situation 


depend on the individual and the context. 64-65 Hav¬ 
ing control is not always beneficial. For example, a 
person who is given control over a task but does not 
have the requisite training is likely to experience 
stress. Thus, giving subordinates as much control as 
possible over their work will minimize burnout 
only to the extent that this control is appropriate 
given their level of training and experience. 

Lack of Positive Feedback 

If an employee does not receive sufficient infor¬ 
mation about the effectiveness of his work, burnout 
is more likely. 8-26 In human service occupations, 
feedback about the success of one's work comes 
from clients or patients as well as from supervisors 
and colleagues. For example, medical personnel 
often do not receive adequate feedback about the 
effectiveness of their work. If a patient does not 
return for a follow-up visit, the provider usually 
does not know whether the patient has improved to 
the point of no longer needing treatment, has sought 
treatment elsewhere, or has dropped out of the 
healthcare system in frustration. When medical 
personnel do receive feedback it is more likely to be 
bad than good; it has been said that the successes go 
away and the failures keep coming back. 20 Provid¬ 
ers get a distortedly negative view of their own 
effectiveness because the patients for whom treat¬ 
ment has failed are more likely to return than those 
who have been successfully treated. 

Stressful Interpersonal Duties 

Medical personnel engage in emotionally taxing 
interactions with people who are sick, in pain, anx¬ 
ious about their health and their future, and possi¬ 
bly dying. In the military, this is especially true 
because medical personnel in wartime treat pa¬ 
tients whose wounds were inflicted by weapons 
systems whose destructiveness and lethality are 
unmatched in the civilian community. Added to 
this burden is the difficult job of informing patients 
and their loved ones about a grim prognosis or 
about a diagnosis with tremendous emotional im¬ 
pact such as breast cancer or acquired immunodefi¬ 
ciency syndrome. 

Superimposed on the difficulty of interacting 
with people who are suffering is the unpleasant 
nature of some of the treatments provided by medi¬ 
cal personnel. Patients who are asymptomatic on 
arrival at the dentist's office often leave in consider¬ 
able pain as a result of dental procedures. As a 
result, dentists find that patients are often fearful or 
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hostile toward them. Similarly, nurses who work in 
burn units inflict agonizing pain on their patients 
through the dressing changes and debridement nec¬ 
essary to treat burn wounds. Because the nursing 
profession is oriented to relieving suffering, it can 
be extremely stressful for nurses when a patient's 
response to treatment is not the gratitude nurses 
expect but rather hostility and uncooperativeness. 66 

Medical personnel report that having a great deal 
of responsibility for the well-being of their patients 
is stressful. 59 When a patient dies or fails to im¬ 
prove, healthcare providers sometimes blame them¬ 
selves. In a study 56 of enterostomal therapists, re¬ 
spondents identified working with clients whose 
prognosis was poor as a stressor that contributed to 
burnout. Another study 67 reported that physicians' 
ratings of the stressfulness of various patient sce¬ 
narios varied according to the degree of threat to the 
patient's life and the extent to which the best course 
of action was unclear. Patient scenarios involving 
both threat to the patient's life and decision-making 
uncertainty were rated as more stressful than those 
involving only one or the other factor. Events re¬ 


quiring fast action on the part of the physician were 
rated as highly stressful. In combat or in a peace¬ 
time emergency situation, any or all of these factors 
may be operating. 

In addition to medical personnel, people in other 
military occupational groups may regularly experi¬ 
ence emotionally draining interpersonal interac¬ 
tions. Supervisors often must help subordinates 
deal with both personal and work-related problems 
that interfere with employees' job performance, 
and this may increase their susceptibility to burn¬ 
out. 68,69 Social workers, family assistance workers, 
rescue workers, and military police also perform 
difficult interpersonal duties and may therefore be 
especially susceptible to burnout. 

The types of jobs that are likely to promote burn¬ 
out are those that require continuous, direct contact 
with other people in emotionally taxing situations; 
those that require long hours of work performing 
tasks of questionable utility; those that are unclear 
as to workers' rights, duties, and responsibilities; 
and those that do not give workers adequate control 
over their work. 


THE INFLUENCE OF INTRAPERSONAL AND SOCIAL FACTORS 


Individual Characteristics 

This chapter views burnout as a subcategory of 
occupational stress. 70 The transactional model of 
stress proposes that, for a stress response to occur, 
an individual must appraise a stimulus or event as 
harmful, threatening, or challenging. 71 This model 
suggests that individual differences in the appraisal 
of events explain why some people burn out while 
others in the same situation do not. Some people 
thrive under workplace conditions that others find 
extremely aversive. The concept of Person-Envi¬ 
ronment Fit 72 highlights the importance of match¬ 
ing the individual worker's preferences regarding 
job characteristics with the demands of the job it¬ 
self; this perspective suggests that burnout is more 
likely when there is a misfit between the individual 
worker and the work environment. 70 

Few studies have examined personality traits as 
they pertain to burnout; however, one study 5 inves¬ 
tigated this issue in physicians. Physicians who had 
low self-esteem, low self-confidence, proneness to 
dysphoria and obsessive worry, social anxiety, pas¬ 
sivity, or withdrawal from others when assessed 
just before entering medical school had higher lev¬ 
els of burnout when reassessed an average of 25 


years later. Physicians who had indicated greater 
adherence to religious and moral rules and who had 
expressed interest in poetry, dramatics, and science 
were less likely to burn out. 

The manner in which a person expresses anger 
may be related to the type of burnout response that 
develops. In a study 27 of nurses, those who tended 
to direct anger toward other people were more 
likely to report depersonalization, while those who 
tended to direct anger toward themselves were 
more likely to experience a burnout response that 
included an avoidance of decisions or problems. 

Military service members who have problems at 
home or in other aspects of their personal life may 
be at increased risk for developing burnout. 43,70 Burn¬ 
out is more likely among individuals who are un¬ 
happily married than among those who are happily 
married. 5 Military assistance programs designed to 
help troubled families may augment the service 
member's resources for dealing with stress at work. 

Morale 

Morale is "the enthusiasm and persistence with 
which a member of a group engages in the pre¬ 
scribed activities of that group." 73(p454) The military 
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concept of morale is similar to the concept of orga¬ 
nizational commitment in the civilian literature. 
Individuals who are committed to a particular orga¬ 
nization are willing to invest a great deal of time, 
effort, and emotional energy for the organization's 
benefit. They have a strong desire to continue their 
association with the organization and believe in the 
organization's values and goals. 

Several writers 2,17 claim that the most dedicated 
and committed workers are at greatest risk for burn¬ 
out. Others 46 invoke a "workaholic personality type" 
to describe those who are most likely to burn out. 
Sobel 1 noted that the soldiers who suffered from old 
sergeant syndrome were those who, in the past, 
handled responsibility well, were excellent leaders, 
and related well to other people. In fact, many of 
them had received citations, awards, and medals 
for their outstanding performance. 54 These observa¬ 
tions suggest that military personnel who strongly 
believe in the military and are willing to work hard 
to further its goals—those who, in the absence of 
burnout, would be most valuable to the military— 
are most vulnerable to burnout. 

Commitment may be viewed as the extent to 
which a person has stakes in a given situation. 71 A 
worker is more likely to appraise a situation as 
harmful, threatening, or challenging when the situ¬ 
ation involves something that is personally signifi¬ 
cant. Workers who have put little time, effort, or 
emotional energy into their work would be less 
likely to appraise work-related events as stressful 
and less likely to burn out. Sobel describes the case 
of a 29-year-old first sergeant of excellent capabili¬ 
ties who was evacuated for exhaustion: 

Subsequently it was discovered that he had care¬ 
lessly left his company records strewn about a com¬ 
mand post and that they had been picked up by a 
British patrol. This sergeant had been extremely 
careful with secret information and papers. Despite 
the diminution in efficiency, as shown by this case, 
there was no loss of motivation, and these men 
continued, sometimes desperately, in a job they had 
become incapable of handling. This led to severe 
conflict and guilt feelings with the result that their 
anxiety increased progressively to the point where 
evacuation became imperative. Guilt over letting 
their buddies down was a constant feature and was 
directly proportionate to the state of morale in the 
unit, as is the incidence of the entire syndrome. 1(p317> 

Despite claims that the most committed workers 
are at greatest risk for burnout, the dominant view 
of commitment as a risk factor for burnout is incom¬ 
plete. In fact, commitment can help mitigate burn¬ 


out. Research suggests that commitment enhances 
the ability to cope with a stressful work environ¬ 
ment 74 and moderates the adverse effects of occupa¬ 
tional stress on job performance. 57 Commitment to 
army values may protect personnel of all ranks 
from the development of burnout. 14 Taken together, 
the results suggest that there may be some optimal 
level of commitment, and deviations in either direc¬ 
tion from the optimum increase an individual's 
susceptibility to burnout. 

Causal relationships between burnout, on the 
one hand, and morale and commitment, on the 
other, are unclear. The most likely scenario is that 
morale and commitment influence susceptibility to 
burnout 2,17,74 and that burnout in turn has negative 
effects on morale and commitment. 75,76 Conditions 
that foster low morale are likely to encourage the 
development of burnout. While commitment and 
morale are important, they may not be sufficient to 
prevent burnout in an nonsupportive work envi¬ 
ronment. In the long run, commitment to a job that 
does not provide adequate support and rewards for 
hard work is likely to be harmful to the worker 
although initially a committed worker can maintain 
superior performance and high morale despite an 
indifferent or frustrating work environment. 

Cohesion 

"Loosely defined, cohesion represents feelings of 
belonging, of solidarity with a specifiable set of 
others who constitute a 'we' as opposed to 
'them.'" 77(p6) Cohesive units provide better social 
support to their members than noncohesive units. 
The social support provided by coworkers can take 
the form of instrumental, informational, or emo¬ 
tional aid. Coworkers can provide information that 
directly aids in the performance of job duties—for 
example, by providing instructions regarding how 
to perform a particular task. Coworkers can help 
reduce overload by directly assisting with job du¬ 
ties. They can provide information that reduces role 
ambiguity and can provide feedback regarding one's 
job performance. In addition, coworkers can pro¬ 
vide emotional support for a colleague suffering 
from occupational stress, either directly or by in¬ 
creasing awareness of the situational causes of a 
stressful job situation. 

Research 69,78,79 supports an association between 
social support and increased resistance to burnout. 
Burnout is inversely related to the perceived friend¬ 
liness and support of coworkers, 7 to satisfaction 
with coworkers, 35 and to having coworkers with 
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whom one feels comfortable discussing difficult 
clients and sharing work responsibilities. 8 Receiv¬ 
ing feedback and support from colleagues and su¬ 
pervisors is negatively related to burnout. 8 Supervi¬ 
sor support may be particularly important in 
minimizing burnout. 52-69 Perceived impatience or 
defensiveness of supervisors predicts extended ab¬ 
sence from work. 21 A study 14 of U.S. Army person¬ 
nel assigned to rapid deployment force units found 
that measures of cohesion were more important 
than objective stressors or characteristics of the 
individual in predicting burnout. 

Sobel 1,54 described the loss of group cohesion in 
soldiers suffering from old sergeant syndrome. 
These soldiers had been either original members of 
their divisions or had been with their divisions for 
an extended period. These soldiers were survivors 
in that they were among the few remaining long¬ 
term members of their unit. They had close bonds 
with the few remaining unit old-timers and spent a 
great deal of time with them relating battle experi¬ 
ences. These discussions made them feel less vul¬ 
nerable by reminding them that they had survived 
so many battles. However, as attrition of the long¬ 
term unit veterans occurred, these soldiers failed to 
form strong bonds to new soldiers. This failure 
contributed to the erosion of self-confidence, to 
weakened defenses against anxiety, and to other 
manifestations of a severe battle reaction. Sobel 
noted that "loyalty to the group" was the final 
defense against anxiety that was weakened before 
breakdown. 

Leadership Qualities 

Caring leadership that relies on competence rather 
than rank for its power to motivate troops can 
prevent burnout. Authoritarian leadership, that is, 
the use of rules and pressure to keep workers under 
control, is associated with greater likelihood of burn¬ 
out.' Leaders who rigidly control the work environ¬ 
ment and do not seem to care about their subordi¬ 
nates create an atmosphere of poor morale and 
disappointing productivity, as illustrated by the 
following anecdote: 

One athletically gifted private, capable of earning 
maximum points on the army physical readiness 
test, said that he had purposely achieved only barely 
passing scores on the test to reduce the chances that 
his company would receive a physical training gold 
streamer: "The captain doesn't deserve a gold 


streamer. He does nothing for us; he just uses us." 
Fellow COHORT soldiers applauded this act of 
subtle insubordination because they, too, felt the 
commander did not merit receiving the 
award. 44<p51) 

The captain probably was low in consideration 
and high in structure. Leaders who are high in 
consideration emphasize the well-being of group 
members and create an atmosphere of trust, re¬ 
spect, and two-way communication. Those who are 
high in structure emphasize organizing group ac¬ 
tivities to achieve organizational goals. These two 
leadership qualities were examined in a study 40 that 
assessed the relationship between the leadership 
style of the head nurse and burnout among staff 
nurses. The higher the head nurse was in consider¬ 
ation, the lower the staff nurse burnout. Head nurse 
structure by itself did not relate to burnout, al¬ 
though it did interact with consideration. Specifi¬ 
cally, staff nurse burnout was highest if the head 
nurse was low in consideration and high in struc¬ 
ture. If the head nurse was high in consideration, 
the amount of structure had little influence on burn¬ 
out scores. The combination of low consideration 
and low structure also produced relatively low burn¬ 
out scores. 

Supervisors who are high in consideration may 
reduce burnout by appearing more approachable to 
subordinates who need to discuss their work-re¬ 
lated problems. A study of civilian nurses 35 re¬ 
vealed that those who indicated a greater use of 
talking with the supervisor to cope with occupa¬ 
tional stress had relatively low burnout levels. Simi¬ 
larly, nurses at a military medical facility were less 
likely to develop emotional exhaustion when faced 
with workplace stressors if their supervisor was 
supportive. 80 These results suggest that good 
communication between supervisors and subordi¬ 
nates may help subordinates cope with a stressful 
workplace, thus minimizing the likelihood of burn¬ 
out in subordinates. 

Individuals who are experiencing burnout re¬ 
port less satisfaction with their supervisors. 35 When 
workers perceive supervisors as nonsupportive or 
inept, burnout is more likely. 56 In military popula¬ 
tions, confidence in senior leaders and perceptions 
that leaders care about the well-being of their sub¬ 
ordinates are negatively associated with burnout. 14 
Therefore, it is important that leaders be viewed as 
competent and caring by the troops if burnout is to 
be kept to a minimum. 
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RECOGNITION AND REDUCTION OF BURNOUT 


Recognizing Burnout in Self and Others 

The best line of defense against burnout is to 
ensure that all military personnel know what burn¬ 
out is and what its symptoms are. Although aware¬ 
ness of burnout is a prerequisite for its prevention 
and treatment, the potential pitfall of increased 
awareness is the development of "medical students 
syndrome," whereby learning about burnout leads 
to a self-fulfilling prophecy. 18 

Individuals can accurately perceive the extent to 
which a coworker is experiencing burnout. 19 Be¬ 
cause military leaders are responsible for the job 
performance and well-being of subordinates, it is 
important that leaders be able to recognize burnout. 
In addition, unit members should be able to recog¬ 
nize burnout in their peers. 

Several psychometric instruments have been de¬ 
vised for assessing burnout; the Maslach Burnout 
Inventory (MBI) 81 is the most widely used. The MBI 
consists of 25 items that yield frequency scores for 
each of three subscales, specifically emotional ex¬ 
haustion, depersonalization, and personal accom¬ 
plishment. The reliability and validity of the MBI 
are well established. 26,81 The three subscales tap 
relatively independent dimensions of burnout; 
therefore, subscale scores rather than total burnout 
scores are typically used. 

Because the authors of the MBI view burnout as 
a phenomenon afflicting human service providers, 
validation efforts have focused almost exclusively 
on this occupational group. A modified version of 
the MBI was developed for use in a commercial 
setting and is appropriate for use with a wider 
range of populations than the original version. 12 
Because ratings of the intensity and frequency of 
experienced burnout symptoms are moderately to 
highly correlated, 7,26 the modified version of the 
MBI requires only that respondents rate the extent 
to which each item is descriptive of themselves. 
Factor analysis of responses to the modified MBI 
supports the validity of the three subscales—emo¬ 
tional exhaustion, depersonalization, and lack of 
a sense of personal accomplishment—for assess¬ 
ing a military population. 14 

Another questionnaire used to assess burnout is 
the Tedium Scale, 19 which consists of 21 items de¬ 
signed to assess physical exhaustion (feeling tired 
and weak), emotional exhaustion (feeling depressed 


or trapped), and mental exhaustion (feeling worth¬ 
less and disillusioned). Unlike the MBI, the Tedium 
Scale yields a total burnout score. The reliability of 
the Tedium Scale is satisfactory. 19 The Tedium Scale 
is easier to administer, score, and interpret than the 
MBI but provides less specific information about 
the manifestations of burnout. 

Reducing Burnout 

Burnout results from an interaction between a 
person whose coping abilities are wearing thin and 
an unpleasant work environment. This interaction 
suggests that efforts to minimize burnout should 
focus both on enhancing individuals' coping re¬ 
sources and on reducing workplace stressors. 

An individual's resistance to stress is a product 
of many different factors, including the person's 
physical health, mental health, and social support. 
The adoption or maintenance of health-promoting 
behaviors, such as physical exercise, proper diet, 
adequate rest, and restraint from excessive con¬ 
sumption of alcohol and caffeine, should be encour¬ 
aged. Because it can be extremely difficult to change 
habits when under stress, it is important that health- 
promoting behaviors become habitual before the 
person becomes burned out. 

Because an individual's appraisal of a situation 
determines whether a stress response will occur, 71 
informing workers about the benefits they can ex¬ 
pect from undertaking potentially stressful assign¬ 
ments may help reduce burnout. For example, it 
may be possible to emphasize the career or growth 
opportunities in an overseas assignment so that the 
service member does not dwell on the negative 
aspects, such as the inconvenience of a household 
move or the separation from family that occurs 
during an unaccompanied tour. Leaders should 
ensure that subordinates understand how the suc¬ 
cessful completion of a particularly stressful or chal¬ 
lenging task will contribute to the military mission. 
This will enable individuals who adopt the ideol¬ 
ogy or philosophy of the military to put potentially 
stressful events into a meaningful context and 
thereby minimize potentially adverse effects. 74 

Burnout can be minimized through realistic train¬ 
ing in which soldiers are taught how to deal with 
workplace stressors. The importance of training is 
revealed by a study 67 that found that physicians 
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with more training rated a number of patient sce¬ 
narios as less stressful than their colleagues with 
less training. Similarly, a study of nursing assis¬ 
tants found lower levels of burnout among those 
who received training for work with the cognitively 
impaired. 79 Military training exercises are designed 
to simulate combat conditions; however, soldiers 
may not be adequately prepared to deal with peace¬ 
time occupational stressors. Increased training in 
how to resolve conflicts with coworkers, superiors, 
and subordinates; how to make difficult decisions; 
and how to improve communication between supe¬ 
riors and subordinates might better prepare sol¬ 
diers for military service in peacetime. 

Military training not only fails to prepare mili¬ 
tary personnel for some of the stressors they will 
encounter in peacetime, it may actually hamper 
their ability to cope with some types of missions. 
For example, U.S. Army paratroopers deployed 
to multinational peacekeeping operations in the 
Sinai in 1981 reported boredom and monotony. 82 
The values inculcated through their training, that 
is, an emphasis on fighting to achieve military 
objectives, may have conflicted with the orienta¬ 
tion needed to conduct peacekeeping operations. 82 
Training that encourages combat troops to view 
this type of operation as a meaningful and appro¬ 
priate use of their efforts and skills would help 
prevent adverse psychological reactions. 

Training and experience can mitigate the 
stressfulness of some events but other events are 
so inherently stressful that increased knowledge 
and experience cannot mitigate their impact. In 
the study of physicians previously mentioned, 67 
training reduced the stressfulness of events pre¬ 
viously designated as medium or low stress but 
did not reduce the stressfulness of events previ¬ 
ously designated as high stress. A supportive 
work environment can mitigate the effects of 
highly stressful events. 

Military leaders can do much to ameliorate 
burnout by establishing conditions that foster 
the development of morale and cohesion. (See 
Chapter 1, "Morale and Cohesion in Military 
Psychiatry.") Good communication between and 
among soldiers and leaders is crucial to prevent¬ 
ing burnout. Military leaders can reduce role 
conflict and role ambiguity by developing clear 
job descriptions and involving subordinates in 
the development of meaningful and achievable 
personal and unit goals. 11 They can minimize 
burnout by ensuring that organizational goals 
and regulations are unambiguously communi¬ 
cated to subordinates. Improved communication 


between leaders and subordinates can help en¬ 
sure that sacrifices made for the sake of the mis¬ 
sion are perceived as necessary and meaningful. 
Increased awareness of how peers are reacting to 
the work environment may help service mem¬ 
bers realize that their own reactions are a normal 
response to a stressful environment. 

Mission requirements sometimes mandate in¬ 
creased work hours; however, military person¬ 
nel should receive time off to recover when mis¬ 
sion requirements abate. Extra duty should be 
kept to a minimum. These measures are likely to 
provide the added benefit of increasing subordi¬ 
nates' perceptions that leaders care about them. 
Individuals who have control over the amount of 
time they devote to their work should be taught 
that while working long hours is at times neces¬ 
sary to achieve military objectives, working 
harder and longer does not guarantee enhanced 
productivity. Military personnel must learn to 
pace themselves so that they can sustain an opti¬ 
mal level of functioning, reserving some energy 
for dealing with stressful situations should they 
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arise. 

In jobs that involve dealing with patients or 
clients, burnout can be alleviated by reducing the 
number of hours of stressful patient contact. 53 
This reduction can be accomplished by inter¬ 
spersing patient contact with administrative tasks 
or other types of work, by encouraging atten¬ 
dance at professional meetings, and by encour¬ 
aging participation in job-relevant courses. 

Medical personnel whose work involves emo¬ 
tionally demanding interactions with patients 
may benefit from caregiver support groups 11 or 
from consultation with mental health profession¬ 
als. In one hospital, a liaison psychiatrist helped 
the staff of a burn unit improve their work envi¬ 
ronment. 83 Using the Work Environment Scale, 84 
the psychiatrist assessed staff members' percep¬ 
tions of the work environment as well as their 
preferences for an ideal work environment. 
Through a series of biweekly meetings, the psy¬ 
chiatrist sought to reduce the discrepancy be¬ 
tween the actual and preferred environments by 
discussing staff members' perceptions of the work 
environment and by helping them plan and imple¬ 
ment changes in their workplace. The effective¬ 
ness of the intervention was demonstrated by 
reduced discrepancies between staff members' 
actual and preferred work environments. 

Another way to minimize burnout in healthcare 
providers is to ensure that they receive feedback 
about the positive outcomes of their work. One 
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way to provide this feedback in high-stress 
healthcare occupations is for providers to invite 
former patients and their families to an informal 
social gathering. 85 At these "alumni parties," care 
providers have an opportunity to see that pa¬ 
tients formerly under their care have improved 
as a result of the care provided. This reinforces 
providers' perceptions that the work they per¬ 
form is meaningful and appreciated. Interacting 
with patients outside of the healthcare setting 
would provide the added benefit of countering 
the development of depersonalization. 


Because the presence of negative conditions and 
the absence of positive conditions in the workplace 
are independent of each other, 4 efforts to reduce 
burnout should not only try to reduce negative job- 
related experiences but also to enhance positive 
experiences. This approach suggests the importance 
of formally recognizing outstanding job perfor¬ 
mance both informally on a personal level and more 
formally through the use of awards and medals. 
Employees who perceive their work as higher in 
incentives and rewards are less likely to develop 
burnout. 79 


SUMMARY AND CONCLUSION 


Chronic occupational stress can lead to burnout. 
Symptoms of burnout include feeling emotionally 
exhausted, being less sensitive to people at work, 
and being disappointed with one's accomplishments 
at work. Burnout in military personnel has re¬ 
ceived little attention; however, this chapter con¬ 
tends that burnout poses a threat to the military 
mission in peacetime and in wartime. Burnout 
may adversely affect the performance, commit¬ 
ment, retention, cohesion, morale, and physical 
health of military personnel. Military leaders can 


do much to prevent or ameliorate burnout. By 
fostering the development of horizontal and ver¬ 
tical cohesion, by providing realistic training that 
prepares service members for the types of stres¬ 
sors they are likely to encounter in peacetime 
military service, by making sure that the sacri¬ 
fices expected of subordinates are necessary and 
meaningful, and by increasing awareness of or¬ 
ganizational goals and giving workers as much 
autonomy as practicable in achieving them, burn¬ 
out can be minimized. 
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INTRODUCTION 


The intent of this chapter is to describe some of 
the ways that the behavior of soldiers and their 
leaders can modulate the occurrence of manpower 
loss due to disease. The actions (and inactions) of 
soldiers that remove troops from fighting status 
may be a form of "voluntary casualty" whose pre¬ 
vention is a command issue. For example, prevent¬ 
ing the ineffectiveness that arises from malaria is 
more likely to be successful in the short run if 
viewed as a behavioral problem (how to ensure that 
the soldiers take the prophylactic pill) than as a 
medical problem (how to develop a longer lasting 
prophylaxis). 

The U.S. Army has long recognized that it is en¬ 
gaged in a continuous battle to resist the attacks of 
what Heggers calls "natural biological warfare." 1 Be¬ 
cause past wars have seen more soldiers removed 
from combat because of disease than from battle 
injuries, improvements in the health of soldiers can 
potentially restore more troops to combat status 
than eliminating all battle casualties. A remarkable 
description of the impact of infectious diseases and 
the stress of continuous jungle combat on the fight¬ 
ing strength of Merrill's Marauders, a World War II 
fighting unit in the China-Burma-India theater, is 
found in the compilation of the original reports by 


Stone 2 and the reprint of the 1945 Historical Divi¬ 
sion report. 3 

McGee's forces were attacked. The Japanese were 
not present in great strength, but the 2d Battalion 
was so wasted by fatigue, dysentery, malaria, and 
malnutrition that the unit was not effective for com¬ 
bat. During the engagement, several men went to 
sleep from exhaustion. Colonel McGee himself lost 
consciousness three times and between relapses di¬ 
rected the Battalion from an aid station." 3(pll3) 

The debilitating effects of the medical problems 
far exceeded the losses from hostile fire and led to 
the dissolution of the unit. 

The focus of this chapter is on the statistics of 
major infectious diseases armywide and 
theaterwide and is intended to alert the reader to 
some major causes of noneffectiveness in prior 
wars. Although the behavioral, biological, and 
social components of every disease can be influ¬ 
enced by command policies, this chapter focuses 
on four diseases that were significant in World 
War II and the ways that they were manifest in 
the Korean and Vietnam conflicts. The emphasis 
of the disease descriptions is on their social and 
psychological aspects. 


A GENERAL FRAMEWORK OF DISEASE COMMUNICATION 


The loss of manpower because of combat stress 
can be thought of as a specific instance of the 
general process of disease-related loss of man¬ 
power. The author adopts a broad view of dis¬ 
ease to include those behavioral and psychologi¬ 
cal processes that remove soldiers from combat 
for varying periods. 

The framework for considering disease-related 
manpower-loss is an epidemiological agent-vec¬ 
tor-host disease model (where the agent is the 
"germ" or pathological entity, the vector is the 
intermediate vehicle of transmission, and the host 
is the soldier). The author considers the end prod¬ 
uct (a noneffective soldier due to disease) to depend 
on a sequence of events (where each event in the 
sequence can be analyzed separately). Such a frame¬ 
work expands the options for informing command 
policies in ways that can be applied to reduce the 
loss of manpower. The functional relations defining 


the model are that a pathogen causes a disease if 
there are enough vectors and if the probability of 
sequential transmission is high enough. This trans¬ 
mission is composed of four significant events: (1) 
the host becomes diseased after exposure to the 
pathogen (an event that occurs with probability, 
P 1 ), (2) the pathogen is introduced by contact with 
the infected vector (with probability, P 2 ), (3) the 
vector makes contact with the host (with probabil¬ 
ity, P 3 ), and (4) the vector has acquired the pathogen 
from the reservoir (with probability, P 4 ). As a se¬ 
quential chain terminating with a noneffective sol¬ 
dier (seen in the following diagram), the probabili- 

Vector reservoir, N v — P 4 —► Infected vector 


P 3 —►- Vector contacts host 


Pt —►- Vector infects host — P 4 —►- Noneffective host 
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ties are combined by multiplication corresponding 
to the observation that reducing any one necessary 
step serves to limit the overall value of the chain to 
that value or less. 

In statistical terms, the probability chain is mul¬ 
tiplicative and conditional on the number of vectors 
(N v ). Disease results when the product of that num¬ 
ber of vectors and the probabilities of the events of 
the chain exceed some critical threshold. In addi¬ 
tion, P 1 , the probability of becoming diseased, given 
exposure, can be subdivided into categories (de¬ 
fined by the length of time that the disease state 
renders the soldier noneffective) to reflect disease 
severity. For completeness, P 1 can also be expanded 
to reflect the individual's prior history of exposure. 

The various strategies that have been used by the 
military medical services in previous wars to re¬ 
duce the impact of disease may all be interpreted in 
terms of their contribution to modifying this chain 
of probabilities, the number of vectors, or the aver¬ 


age duration of noneffectiveness. 

In the following discussion will be found 
armywide data on the rates of occurrence of four 
selected disorders that were frequent or exceptional 
problems in World War II, some discussion of both 
the precipitants and consequences of those dis¬ 
eases, and consideration of some of the public health 
issues (screening, ambulatory care, vectors, and 
hygiene) related to the control of these disorders. 
Those diseases are also considered during the Ko¬ 
rean and Vietnam conflicts. The data are drawn 
from the published medical records. The reader 
with a continuing interest in this area is referred to 
the American Public Health Association's Control of 
Communicable Diseases in Man 4 for a brief descrip¬ 
tion of the history of the various communicable 
diseases and information on how to recognize a 
specific disease, to recognize the modes of disease 
transmission, and to manage the patient so that the 
disease does not spread. 


MAJOR WORLD WAR II DISEASES: THE BIG FOUR 


During World War II, Reister 5 reports that there 
were about 3 million admissions for infectious and 
parasitic diseases among U.S. Army personnel. 
These admissions amounted to an annual rate of 117 
per 1,000 strength and, as a major diagnostic cat¬ 
egory, were second only to diseases of the respira¬ 
tory system (an annual rate of 177 per 1,000), which 
were handled separately. The grand total for dis¬ 
eases was 15 million admissions, with an additional 
2 million nonbattle injuries. The category of infec¬ 
tious and parasitic diseases accounted for 18% of 
the 339 million soldier-days lost due to hospitaliza¬ 
tion (noneffectiveness) for a disease or nonbattle 
injury. Because of the differences in the average 
number of days per admission, the more frequent 
respiratory diseases hospitalizations accounted 
for only 12% of the lost days. Among the medical 
conditions that were of concern during that time, 
there are four that will be discussed below: tu¬ 
berculosis (TB), venereal diseases (VDs), malaria, 
and hepatitis. The annual rates for these condi¬ 
tions during World War II and the Korean and 
Vietnam conflicts are presented in Table 4-1. 
Comparisons with World War I data are made in 
the text. These four diseases were selected be¬ 
cause they occurred frequently in the military or 
civilian communities and thus represented sig- 


TABLE 4-1 

ANNUAL ADMISSION RATES PER 1,000* OF 
SELECTED DISEASES BY YEAR AND AREA 



Tuberculosis 

Venereal 

Disease 

Malaria 

Hepatitis 

World War II 
worldwide 

1942 

1.7 

40.4 

6.8 

15.2 

1943 

1.2 

41.4 

22.3 

4.2 

1944 

0.8 

44.6 

19.0 

3.6 

1945 

1.2 

65.6 

10.8 

10.1 

Korea 

1950 

0.9 

44.7 

11.0 

19.0 

1951 

1.0 

150.5 

10.0 

16.8 

1952 

0.8 

192.9 

12.5 

5.8 

Vietnam 

1965 

0.2 

277.4 

48.5 

5.7 

1966 

0.1 

281.5 

39.0 

4.0 

1967 

0.1 

240.5 

30.7 

7.0 

1968 

0.1 

195.8 

24.7 

8.6 

1969 

0.1 

189.7 

20.8 

6.4 

1970 

0.1 

223.0 

23.4 

7.6 

1971 

0.0 

326.4 

16.5 

9.6 

1972 

0.2 

698.9 

5.0 

10.0 


Includes carded for record only. 
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nificant medical noneffectiveness, or had the po¬ 
tential to do so. 

Tuberculosis 

TB was the leading cause of civilian disease death 
in the military age group during the World War II 
years as reported by Long. 6 Because the annual case 
rate in the military was only slightly more than 1 per 

I, 000, TB was not a major cause of noneffectiveness 
during the war despite the fact that an average case 
extended for 113 days. The TB rate was reduced to 
one-ninth of the value of World War I by the policy 
of rejecting entry into the army of both active and 
arrested cases of TB. The screening program was a 
considerable success for the army and had the over¬ 
all public health benefit of detecting and identify¬ 
ing cases of TB in the civilian population. 

The agent-vector-host chain for TB begins with 
the observation that the agent, the tuberculosis bac¬ 
terium, is commonly found in the environment. The 
vector may be bacteria-containing droplets exhaled 
by other diseased individuals or other respiratory 
carriers (P 4 is large). When in an area where TB is 
endemic, every sneeze must be assumed to be con¬ 
taminated and to provide exposure (P 3 is high). 
Based on the observations that a large fraction of 
soldiers are positive reactors to the test for prior 
exposure to TB (P 2 is high) but that there are a small 
number of TB cases, current soldiers appear to be 
relatively resistant to TB (P 4 is small). The TB screen¬ 
ing of soldiers before enlistment keeps out those 
with preexisting disease. The aggressive handling 
of those with compromised immune systems (for 
whom P 1 is large so that they are more likely to 
contract TB) has minimized that source of cases. 

Venereal Diseases 

The VDs amounted to over one-third of all infec¬ 
tious and parasitic disease cases during World War 

II. 5 The noneffectiveness rate is calculated using 
only the inpatient cases, and the rate was relatively 
low because the largest proportion of cases did not 
interfere with duty and were treated on an outpa¬ 
tient basis where they appear as carded for record 
only (CRO). The rate for VD in World War II was 
only about one-half of the rate observed during World 
War I (49 per 1,000 versus 87 per 1,000) 5 although 
Table 4-1 shows increasing values in successive 
wars. The cluster of VD differs from the other three 
disease categories because VD is not a single dis¬ 
ease and there are few if any outpatient cases for the 


other diseases. The introduction of penicillin in 
1944 did not result in a significant reduction in the 
recorded VD rate during World War II or subse¬ 
quent wars. 

For these diseases, prevention efforts have his¬ 
torically been concerned with condom use (which 
reduces P 2 ), reduced frequency of sexual intercourse 
(which reduces P 3 ), and health inspection of prosti¬ 
tutes (which reduces P 4 ). 

Malaria 

With a rate of 16 per 1,000 for the entire war, 
malaria was not a worldwide problem. Within vari¬ 
ous theaters, however, the malaria rates were not 
benign and, at the extreme, reached an annualized 
equivalent rate of 4,000 per 1,000 at Milne Bay in late 
1942 7 and 210 per 1,000 in 1943 in the southwest 
Pacific. 5 There were parallel differences in the 
noneffectiveness rate, which reached its peak of 14 
excused from duty per day per 1,000, in the same 
theater in 1943. There was a large, but unquantified, 
performance loss in soldiers who were symptom¬ 
atic but still deployed and not hospitalized. 

The agent-vector-host chain for malaria is well 
defined with the agent being a parasitic protozoan, 
Plasmodium sp., and the vector being a mosquito. 
Anopheles sp. The probabilities are interpretable as 
P 4 being the probability that the average anopheles 
has previously bitten a malaria-infected human, P 3 
is the probability of being bitten, P 2 is the probabil¬ 
ity that the bite transfers the parasite, and P 4 is the 
probability that the transferred parasite causes the 
disease. Field malaria discipline consists of admin¬ 
istering prophylactic drugs (to keep P 4 low), using 
physical barriers and repellents (to keep P 3 low), 
avoiding malaria-endemic areas (to keep P 4 low), 
and employing mosquito eradication programs (to 
reduce N v ). 

Although malaria was included in the "Big Four" 
because of the disease's well-defined natural trans¬ 
mission by the mosquito vector, it has an interesting 
psychiatric sidelight. The prevention and treatment 
of malaria with quinacrine hydrochloride (Atabrine) 
during World War II in the India-Burma theater 
was associated with a number of cases of psychosis. 
A review of the evidence by Mays 8 concluded that a 
toxic psychosis occurred in 0.12% of the malaria 
cases treated with Atabrine, and that Atabrine was 
indeed responsible for the psychosis. The limitation 
of the geographic distribution to the India-Burma 
theater suggested to Glass 9 that the effect is not 
entirely pharmacologic in nature: "Experiences of 
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other theaters in World War II indicate that Atabrine 
alone without situational stress and primitive con¬ 
ditions of tropical living does not produce psy¬ 
chotic reactions." 9<pl021) 

Hepatitis 

Hepatitis occurred at an annual rate of 8 per 1,000 
troops army wide. The highest regional rate occurred 
in the southwest Pacific with a rate of 26 per 1,000 . 5 
Before World War II, hepatitis was not considered 
to be a military disease although many cases of 
jaundice (many of which were due to hepatitis) 
occurred during the Civil War. During the process 
of immunizing soldiers against yellow fever, a con¬ 
taminated vaccine caused an epidemic of close to 
50,000 cases in 1942 as described by Havens 10 , and 
those cases probably represented one-quarter of all 
of the hepatitis cases that occurred during all of 
World War II. 

The recent availability of hepatitis vaccines has 
shifted the preventive focus to host resistance (P 1 ) 
from the attempts to lower environmental con¬ 
tamination (P 3 ). The requirements for good sani¬ 
tation are not relaxed, however, because hepati¬ 
tis is not the only disease capable of fecal-oral 
transmission and vaccines are not available for 
every such disease. 

In addition to hygienic issues illustrated by Paul 
and Gardner 11 in the correlation of hepatitis with 


the diarrheal and dysentery diseases of poor sanita¬ 
tion, the natural history of hepatitis is a directly 
psychiatric issue. The disease presentation may in¬ 
clude malaise, fatigue, nausea, or other symptoms 
that can be initially perceived as psychosomatic. A 
delayed recovery syndrome, referred to as the 
posthepatitis syndrome and characterized by fa¬ 
tigue and gastro-intestinal disorders after the objec¬ 
tive signs disappear, was reported 10 in a small per¬ 
centage of patients. Havens 10 infers that the 
syndrome was caused by the interaction of the 
hepatitis with a preexisting neurosis (neurotic 
predisposition) because the syndrome responded 
to adequate diet, physical reconditioning, and 
indoctrination. 

This kind of interaction between individual psy¬ 
chological needs and the sequelae or symptoms of a 
disease was outlined by Glass 12 in his description of 
two ways through which soldiers manifest their 
inability to deal with the combat environment. The 
first is through overt combat fatigue, which legiti¬ 
mizes withdrawal from combat. The second is one 
of the following three psychosomatic states that 
legitimizes delayed return to combat: ( 1 ) persistent 
symptoms with negative somatic findings, ( 2 ) per¬ 
sistent symptoms with minor objective findings, or 
(3) delayed convalescence. Glass 12 makes a strong 
case for viewing the health behavior of soldiers as 
multidetermined by physiologic, psychologic, and 
sociologic forces. 


OTHER INFECTIOUS AND PARASITIC DISEASES IN WORLD WAR II 


The four diseases mentioned above amounted to 
64% of the admissions for infectious and parasitic 
diseases during World War II. The remaining ad¬ 
missions were divided into viral diseases ( 21 %), 
with influenza ( 6 %) as the most frequent single 

THE BIG FC 

The Korean conflict data arrayed by Reister 13 
show that, overall, cases of infective and parasitic 
diseases were admitted at an annual rate of 48 per 
1,000 strength, which was 40% of the value for 
World War II. The VD CRO cases were tabulated 
separately and occurred at an annual rate of 57 per 
1,000 strength in divisions and regimental combat 
teams (combat troops), which was a higher annual 
rate than that recorded for all types of cases (CRO 
and admissions) during World War II. The VD rate 


disease; bacterial diseases ( 6 %); arthropod infesta¬ 
tion (4%); protozoan and helminth infections (3%); 
rickettsial and fungal diseases ( 1 %); and an unclas¬ 
sified remainder (3 %). 5 


1 IN KOREA 

(including CRO) for all troops in Korea was 146 per 
1,000. Disposition rates for hepatitis, malaria, or TB 
are not available for the Korean conflict although 
the provisional admission data give annual rates of 
16 per 1,000 for hepatitis, 11 per 1,000 for malaria, 
and 1 per 1,000 for TB. The definitive clinical trials 
of the effect of diet and exercise on the course of 
hepatitis in over 400 soldiers were done at this time 
by Chalmers et al . 14 The report of the trials makes no 
mention of a posthepatitis syndrome, which was 
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present in World War II reports, although a careful gests that the number of their psychotic cases was 

reading of the description of their population sug- more than would be expected by chance. 

THE BIG FOUR IN VIETNAM 


The Vietnam conflict medical data are avail¬ 
able as provisional admission data from Neel 15 
for 1965 through 1970 and disposition data for 
selected conditions from Ognibene and Barrett 16 
for 1965 through 1972. The overall infectious and 
parasitic disease rate is not yet available. The 
average annual VD rate from January 1964 
through June 1972 was 325 per 1,000. The rate 
was not constant and ranged from a low of 190 
per 1,000 in 1969 to a high of 699 per 1,000 in the 
first 6 months of 1972. The average annual rate 
during 1965 through 1970 for malaria admissions 


was 31 per 1,000, with a decreasing trend from 48 
per 1,000 in 1965, to 22 per 1,000 in 1970. 15 As with 
World War II, during the Vietnam conflict, small 
area rates were sometimes very high, and Neel 15 
reports that there were at least two maneuver 
battalions that were rendered ineffective by ma¬ 
laria. Hepatitis was reported at an average an¬ 
nual rate of 6 per 1,000. TB was almost nonexist¬ 
ent, with a reported rate of 0.09 per 1,000 in the 
1965 through 1970 period, despite a high en¬ 
demic rate in the area and intimate contact with 
the local population as seen in the VD rate. 15 


PUBLIC HEALTH ASPECTS OF THE BIG FOUR 


Tuberculosis and Screening 

TB is a chronic debilitating disease whose symp¬ 
toms of depression and fatigue may mimic mental 
disorders. Screening has been effective in keeping 
the TB rate low within the military. TB is a disease 
that had for a time after World War II all but disap¬ 
peared in both the civilian and military sectors. It 
has been included here to illustrate screening rather 
than as a current military medical problem. The 
appropriate extension of the concept of screening of 
individuals to prevent their entry into the army for 
clinical entities other than TB depends on multiple 
factors. A detection method of adequate sensitivity 
(cases are identified as cases) and specificity 
(noncases are identified as noncases) is needed. 
Screening is not economical for a relatively rare 
condition when the screening method has inad¬ 
equate sensitivity because the cost of the screening 
program may exceed the cost of allowing the cases 
to appear and be treated within the army. Nor 
should screening be done with inadequate specific¬ 
ity unless there are an excess of civilians available 
for service. Because low-specificity screening will 
incorrectly identify some large fraction of the 
normals as cases, the rejection of those cases may 
make it impossible to reach recruiting goals. 

Throughout this discussion of screening, the tacit 
assumptions have been that the underlying condi¬ 
tion is truly chronic without remission, that expres¬ 
sion of its signs and symptoms interferes with the 


performance of a soldier's duties, that there is a 
significant load on the medical system associated 
with each case, and that there are no overriding 
external (political) considerations preventing the 
use of a screening program or following the screen¬ 
ing with actions based on the results of the pro¬ 
gram. TB is a condition that fits the assumptions 
listed above. 

During World War II, screening was an admin¬ 
istrative rather than a medical responsibility. It 
was initially used to reject registrants with any 
form of VD or with mental disorders or 
psychoneurotic traits, as well as to reject TB cases. 
The deferment due to VD was terminated in early 
1943 in response to public pressure and thera¬ 
peutic advances. A psychiatric history was not 
initially used as a rejection criterion, but that 
liberal policy was modified in response to com¬ 
plaints from army combat officers to be more 
restrictive so that even suggestive evidence of 
emotional instability was cause for rejection. The 
acute need for soldiers in 1944 led to a reversal of 
this blanket deferment policy and the introduc¬ 
tion of a brief written test to select those who 
required further psychiatric evaluation before 
induction into the military. 

Venereal Diseases and Ambulatory Treatment 

For an acute condition such as VD that can be 
effectively treated in an outpatient setting, there is 
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a low reported noneffectiveness despite a large 
number of cases. Realistically, however, that large 
number of cases represents a considerable number 
of lost soldier-years, albeit a few hours at a time. 
The viral VDs and the recently detected types of VD 
that are resistant to conventional drug treatment 
suggest that future cases may require more vig¬ 
orous and repeated outpatient or even inpatient 
treatment. 

The knowledge gained from World War II re¬ 
garding medical noneffectiveness associated with 
inpatient hospitalization continues to be applicable 
today. As summarized by Glass, 17 an almost univer¬ 
sal experience of medical officers in World War II 
concerned the deleterious effect of hospitalization. 
In a significant number of military personnel, hos¬ 
pitalization seemed to fixate symptoms, retard ex¬ 
pected clinical improvement, and negatively influ¬ 
ence motivations for return to duty. "During these 
early years, it became apparent to many wartime 
psychiatrists and other medical officers that hospi¬ 
talization in itself created or perpetuated illness 
and disability." 17(p748) 

In addition to illustrating the desirability and 
necessity of ambulatory care, VD also serves to 
illustrate the social aspects of disease processes. VD 
is sometimes viewed as a behavior problem or a 
voluntary disease because the prerequisite sexual 
behavior without proper prophylaxis is unequivo¬ 
cally an individual action within a specific social 
environment. Attention has been focused by Jones 18 
on the observation of Reister that the Korean con¬ 
flict VD rates were inversely related to combat 
intensity and directly related to the proportion of 
combat support troops. 

The high VD rate in the Vietnam conflict reflects 
a variety of social and psychological forces that 
reduced the efficacy of conventional preventive 
procedures. Starting with World War II, the U.S. 
Army policy described by Sternberg 19 has been to 
provide and encourage wholesome recreation to 
occupy soldiers' free time as a way to reduce VD 
rates. The author observes from Neel's 15 data on 
American troops in Vietnam that the VD rate, in¬ 
cluding carded-for-record-only cases, varied as the 
inverse of the troop strength. The rates were lowest 
when the troop strength was highest and highest 
when the strength was lowest. The author specu¬ 
lates that the high VD rate after 1969 in Vietnam 
may reflect changes in the combat intensity and 
troop composition similar to those that led to the 
high VD rate during the Korean conflict after mid- 
1951. 13 


Malaria and Vector Transmission 

Malaria is a disease that is transmitted by the bite 
of a specific type of mosquito if that mosquito had 
previously bitten an infected human. Direct person- 
to-person transmission through blood transfusions 
or illicit drug-use needles has not been reported to 
be a major nonvector transmission mode. 13 In theory, 
the disease can be prevented by disrupting the 
chain of transmission with environmental manipu¬ 
lation to reduce the number of mosquitos and 
antimalarial drug treatment and prophylaxis to re¬ 
duce the number of infected humans. In practice, 
malaria remains a problem when troops are relo¬ 
cated because antimalarial discipline may not be 
implemented in a timely manner. Prophylaxis is not 
completely effective and has undesired side effects 
so that avoiding the vector is frequently a more 
effective strategy than depending on compliance 
with an unpleasant prophylactic regimen. The case 
of malaria that develops after the soldier has failed 
to take the scheduled malaria prophylaxis is a form 
of voluntary illness. As with dehydration from fail¬ 
ure to maintain scheduled water intake, frostbite 
from failure to change socks, VD from failure to use 
a condom, or hepatitis from failure to avoid unsani¬ 
tary local food, these voluntary illnesses represent 
manpower loss, which potentially can be avoided 
by appropriate leadership influences. 

Hepatitis and Hygiene 

Hepatitis is a communicable viral disease that 
may present with irritability or even psychosis, 
incapacitates the patient for weeks, renders him 
debilitated for months, and may have permanent 
consequences. The practical modes of transmission 
are the oral ingestion of fecal-contaminated sub¬ 
stances and the injection of hepatitis-contaminated 
substances or use of hepatitis-contaminated needles. 
The introduction of the single-use disposable needle 
and the air-gun immunization system have reduced 
the patient risk of iatrogenic hepatitis. The health 
care providers who are exposed to blood or blood 
products are at elevated risk for hepatitis. 20 The 
reuse of needles for illicit drug intake remains a 
transmission route for hepatitis, both type A and 
type B. The breakdown of primary sanitation is the 
major cause of the spread of hepatitis in wartime. 
The primary hygienic goals for the control of hepa¬ 
titis are to keep human excreta out of the food chain 
and to provide adequate amounts of uncontami¬ 
nated or purified water. 
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ADDITIONAL COMMENTS ON HIV AND AIDS 


The human immunodeficiency virus (HIV) is a 
transmissible agent with a long incubation pe¬ 
riod and is responsible for the fatal acquired 
immuno-deficiency syndrome (AIDS). Three 
army areas immediately impacted by the recent 
emergence of AIDS are the logistical (blood sup¬ 
ply), the psychological (cohesion), and the tacti¬ 
cal (deployment). These areas are briefly dis¬ 
cussed below. 

Current U.S. Army expectation includes the con¬ 
cept that each soldier can be available to serve as a 
"walking blood bank" 21 to provide emergency blood 
transfusions for a wounded comrade. Continuous 
introduction of HIV into army personnel will prob¬ 
ably occur both from heterosexual VD and through 
illegal homosexual acts or intravenous drug abuse. 
Screening for infection is hampered by the long and 
variable time between infection with HIV and the 
ability of current tests to detect the presence of the 
virus. The presence of a positive HIV test makes 
that soldier's blood untransfusable; the possibility 


that the soldier may be infectious through exposure 
too recent to produce a positive test makes many 
soldiers' blood untransfusable. A reexamination of 
blood supply doctrine seems indicated in light of 
the emergence of HIV. 

The small-group performance of the army is main¬ 
tained by cohesive interpersonal relationships. The 
HIV-infected soldier is a challenge to the group 
cohesion. The revelation that HIV infection has 
occurred raises the question that it may have hap¬ 
pened through behaviors (homosexuality or illicit 
drug use) that are not consonant with those of the 
other members of the group. 

The occurrence of HIV infection among the sexu¬ 
ally active, overseas population forces reexamina¬ 
tion of the consequences of deployment. HIV infec¬ 
tion is endemic in central Africa and has been 
reported among prostitutes worldwide. 22 The VD 
transmission to soldiers on overseas deployments 
is proportional to the probability of occurrence of 
the other VDs. 


SUMMARY 


The mission of the U.S. Army Medical Depart¬ 
ment is the conservation of the fighting strength. 
Because infectious and parasitic diseases have ac¬ 
counted for large amounts of lost time, even frac¬ 
tional reductions in the number of cases or the 
average length of stay per case can have a signifi¬ 
cant impact by returning many soldiers to duty. 
This chapter has presented some of the trends of the 
significant diseases (TB, VD, malaria, and hepatitis) 
of soldiers; some of the traditional responses to 


those diseases (screening, ambulatory care, vector 
control, and hygiene); some of the sociological, psy¬ 
chological, and psychiatric aspects of those diseases 
that can be influenced by command policy; and a 
framework for thinking about the communica¬ 
tion of disease. The intention here has been to 
remind health professionals of the magnitude of 
wartime illness and to focus their attention on 
some of the behavioral factors associated with 
these diseases. 
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INTRODUCTION 


Among the numerous studies 1,2,3 that have at¬ 
tempted to explain why some occupational groups 
claim a higher level of excessive alcohol consump¬ 
tion, the common threads of stress and boredom are 
found. It is not surprising that alcohol and sub¬ 
stance abuse could become problems in a combat 
environment because they are expedient pathways 
to stress management. 

The history of past wars demonstrates this. In the 
late 1960s and early 1970s, thousands of returning 
sobers who had served in Vietnam and reportedly 
used narcotics there aroused public anxiety about 
the existence of a drug epidemic among U.S.troops. 4 

Before the early 1970s, the military dealt with 
serious substance abuse by administrative and le¬ 
gal means (discharge and punishment) although it 
did not respond to every instance of substance 
abuse. The medical concerns were with treating 
serious medical complications. However, after 1970, 
Congress mandated a change from punitive mea¬ 
sures to treatment and rehabilitation. Since then, 
improvements have resulted in providing a com¬ 
prehensive program based on command responsi¬ 
bility with significant medical interface. Currently, 
the basic policy in the military services is to keep a 
sustained effort to prevent substance abuse prob¬ 
lems from occurring and to eliminate from the ser¬ 
vice those who cannot effectively be restored within 
a reasonable period. 

Substance abuse is not tolerated not only because 
of its physiological effects on the abuser that would 
jeopardize mission requirements, but also because 
of its psychosocial implications in the unit. While a 
kind of cohesion can occur around the use of sub¬ 
stances, 1 substance abuse is definitely damaging to 
the good order and morale of the unit and interferes 
with mission accomplishment. 

The command structure has been charged with 
the responsibility for the alcohol and drug abuse 
program. The medical services are to offer consulta¬ 
tion and technical supervision to individuals who 
work for the command and to provide specific and 
direct medical support for those with identified 
problems. The purpose of this chapter is to assist 
medical personnel to achieve those command goals 
and objectives. 

The illegal use of drugs in civilian life and in the 
military began to steadily increase after 1967, and 
illicit drug usage among military personnel was 


reported to have doubled every year from 1967 to 
1969. 5 The return from Vietnam of thousands of 
soldiers who had reportedly used heroin raised 
public anxiety over the possibility of a drug epi¬ 
demic, and a congressional investigation confirmed 
that overseas drug use was prevalent among U.S. 
troops. 4 Indeed, the Vietnam conflict was the first 
American war in which drug and alcohol depen¬ 
dency overshadowed combat stress reactions as a 
problem for military psychiatry. The large preva¬ 
lence of drug abuse among troops in Vietnam had 
unique political sensitivity for an administration 
that had campaigned on a strong law and order 
platform that tied drug use to rising crime rates. It 
also added fuel to opponents' demands for immedi¬ 
ate troop withdrawals, which, in turn, was per¬ 
ceived as a major political threat to the President's 
Vietnamization program. 6 

In response, the administration created a drug 
abuse office within the Federal Government, em¬ 
phasizing the prevention of drug abuse through 
education and law-enforcement procedures focus¬ 
ing on detection. The day after the President de¬ 
clared a national counteroffensive against drug 
abuse, the U.S. Army in Vietnam began urine test¬ 
ing for opiates for all soldiers completing their 
tours. Detoxification, treatment, and rehabilitation 
were provided to those who were identified as 
heroin abusers. Army regulations were soon modi¬ 
fied to create an amnesty for those who voluntarily 
turned themselves in for treatment. This amnesty 
was a big step because it eliminated criminal conse¬ 
quences to treating individuals for problems with 
narcotics. By November 1971, unannounced testing 
for amphetamines and barbiturates, as well as opiates, 
had commenced worldwide, and treatment programs 
were being phased in throughout the world. 7 

Recently, the epidemic of crack and cocaine use 
in the civilian population has had parallel conse¬ 
quences in the military. Given the generally poor 
rate of rehabilitation for these substances using 
conventional treatments, the appearance of cocaine 
and crack on the military scene has resulted in 
significant manpower losses. Koshes and Shanahan 8 
tracked the disposition of soldiers who tested posi¬ 
tive for cocaine at a U.S. Army training post. All of 
those who tested positive were dismissed from the 
service, many of whom were high-ranking enlisted 
soldiers with many years of service. 
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HISTORY 


Pre-1971 

Alcohol problems have existed in most of the 
armies throughout the world since historical records 
have been kept. Narcotic addiction occurred during 
the Civil War, World War I, World War II, the 
Korean conflict, and the Vietnam conflict, as well as 
with soldiers stationed in the continental United 
States and overseas between and after the conflicts. 
Substance abuse has always been a potential occu¬ 
pational hazard for medical personnel. As Farley 
has observed, "Addiction to mood altering chemi¬ 
cals ... is also a major problem in the medical profes¬ 
sion and particularly in the specialty of anesthesia." 9(pl) 
This is in part because anesthesiologists have legal 
(although controlled) access, in part because of the 
high stress and responsibilities of the profession, and 
in part because of a tendency for educated medical 
professionals to rationalize that they can self-admin- 
ister dangerous and addictive drugs safely. 

The highly addictive properties of controlled 
medical substances such as the anesthetic fentan^Sd 
create unique problems for medical providers. The 
temptations of access and the dangers of self-ad¬ 
ministration of these drugs by military medical 
personnel was evidenced in a near-epidemic of fen- 
tanyl abuse among tri-service anesthesiologists and 
nurse anesthetists in the early 1980s. This abuse led 
to the special rehabilitation program for military 
personnel that is dictated by a quality assurance 
regulation. 11 This regulation linked substance abuse 
rehabilitation and medical quality assurance. The 
purposes were to ensure that during rehabilitation, 
the practice credentials of drug-dependent health 
professionals were restricted, and that their recov¬ 
ery was carefully monitored by medical authorities. 
These policies reflected impaired health provider 
statutes that were enacted by the state regulatory 
authorities. These statutes encourage rehabilitation 
and full return to practice but also protect the con¬ 
sumer from possible harm during the provider's 
recovery. 

During the 1800s, intoxication and delirium 
tremens (DTs) from bromides resulted in many 
hospital admissions. Barbiturate intoxications were 
a common problem in the 1900s. The introduction of 
lysergic acid (LSD) in the 1950s resulted in newer 
problems related to psychosis. Since then, many 
more chemical agents have been utilized with re¬ 
sultant problems for the military and civilian com¬ 
munities. 2 


During the Russo-Japanese War (1904-1906), 
the Russians identified three common types of 
"mental cases": depressive syndrome, general 
paresis, and alcohol psychosis. 12 In the U.S. 
Army, from 1907-1917, admissions for alcohol 
problems were 16 per 1,000 troops per annum. 13 
During World War II, the alcohol admission 
rate was 1.7 per 1,000 troops per annum, while 
the drug addiction rate was 0.1 per 1,000 
troops per annum. Combined, they made up 
4.7% of all psychiatric diagnosis. 14 Since World 
War II and until 1970, the pattern had remained 
the same. However, in the 1970s drug abuse 
problems increased significantly in the armed 
forces. 2 

Attempts at solving the problems have been 
historically poor. The Federal Anti-Narcotic Act 
in 1914, the infamous prohibition act of 1919 to 
1933, and the Federal Addiction Rehabilitation 
Act of 1966 were national attempts focusing 
mostly on the civilian community. 

Post-1971 

The subject of alcohol rehabilitation deserves 
special attention in this chapter because alcohol 
problems have traditionally been handled some¬ 
what apart from other drugs of abuse, yet treat¬ 
ment policies were closely influenced by the 
Department of Defense (DoD) drug counterof¬ 
fensive. Initially, the recognition of the occupa¬ 
tional significance of alcoholism and support 
for its treatment was stimulated by several con¬ 
gressional initiatives, including the passage of 
important enabling legislation and the estab¬ 
lishment of the National Institute on Alcohol 
Abuse and Alcoholism to coordinate research 
and public information. The first such law, the 
Comprehensive Alcohol Abuse and Alcohol¬ 
ism Prevention, Treatment, and Rehabilitation 
Act, 15 was sponsored by Senator Harold Hughes, 
a recovering alcoholic, and provided the 
country's first comprehensive national policy 
on alcoholism since the repeal of Prohibition. 
Among its provisions, it mandated treatment 
and rehabilitation for federal employees, pro¬ 
hibited discrimination against alcoholics by 
hospitals that received federal funds, safe¬ 
guarded the confidentiality of treatment records, 
and encouraged worksite programs to identify 
and treat drinking problems. 
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The year 1971 marked a turning point for mili¬ 
tary alcoholism programs when Senator Hughes 
introduced a companion law. Public Law 92-129, 
that directed the Secretary of Defense to "identify, 
treat and rehabilitate members of the armed forces 
who are drug or alcohol dependent." 3(p646) Conse¬ 
quently, military treatment for chronic alcohol prob¬ 
lems received increased visibility as it drew energy 
from incentives to combat the drug crisis that had 
been festering during Vietnam. This visibility was 
clearly a mixed blessing because DoD policies on 
drug abuse had begun to migrate away from the 
early focus on rehabilitation. 

In 1980, a comprehensive policy directive ex¬ 
pressed the policy goal as follows: "To be free of the 
effects of alcohol and drug abuse; of the trafficking 
in illicit drugs by military and civilian members of 
the Department of Defense; and of possession, use, 
sale, or promotion of drug abuse paraphernalia." 16 
The policy clearly stated that drug and alcohol 
abuse were incompatible with the high standards of 
performance, military discipline, and readiness. The 
emphasis on prevention and control resulted from 
the recognition that drug abuse and drug addiction 
were not synonymous, 17 bolstered by the results of 
a worldwide survey 18 that found drug use was most 
prevalent among 18- to 25-year-olds who had not 
developed the mature lifestyles that preclude abuse. 
Thereafter, the drug problem was reinterpreted to 
exist more from a lack of discipline than from addic¬ 
tion. Accordingly, greater emphasis was placed on 
prevention programs directed at all military per¬ 
sonnel and on more punitive policies aimed at drug 
and alcohol abusers. 19 

The reaction to the crash of a jet aircraft on the 
USS Nimitz in 1981 further emphasized the military's 
problem with drugs by revealing the high incidence 
of marijuana use among those sailors who were 
killed in the crash. 19 A stringent policy of zero 
tolerance by military authority emerged from this 
incident, with greater emphasis on random urine 
testing for drugs and severe disciplinary conse¬ 
quences on users of illicit drugs. Along with the 
view that drug abuse reflected indiscipline more 
than addiction came an emphasis on command spon¬ 
sorship of the treatment system; that is, the alcohol 
and drug prevention and control programs were 
regarded as commanders' programs. By placing 
policy for these programs in line, rather than medi¬ 
cal, channels the DoD emphasized that its primary 
value was for manpower conservation and the ben¬ 
efits were the avoidance of heavy replacement costs 
of skilled personnel. Thus, criteria for admission to 


rehabilitation programs came to include a 
commander's approval and implied latitude to dis¬ 
charge in lieu of treatment. 

As the substance abuse policy was implemented 
and expanded, military and civilian personnel were 
trained specifically for the Alcohol and Drug Abuse 
Prevention and Control Program (ADAPCP), and 
treatment facilities were created, expanded, and 
evaluated. Total annual DoD outlays for drug and 
alcohol prevention and control exceeded $228 mil¬ 
lion in fiscal year 1987 and involved over 4,600 man 
years of effort. 3 These expenditures included the 
costs (including personnel) for biochemical testing, 
education, treatment, training, and evaluation. In 
fiscal year 1988, for example, more than 47,000 of 
the 2.1 million active duty military personnel re¬ 
ceived treatment for drug and alcohol problems. 
Nearly 39,000 of these individuals were treated as 
outpatients in 400 nonresidential facilities, while 
approximately 8,000 were treated as inpatients in 52 
residential facilities. 19 This made the DoD a major 
provider of inpatient alcoholism treatment and one 
of the world's largest integrated occupational health 
programs targeted on substance abuse and chemi¬ 
cal dependency. 

In 1986, DoD policies on drug and alcohol abuse 
were placed in a broader context of health promo¬ 
tion that emphasized the value of healthy lifestyle 
on personal readiness. 16 By implication, alcohol 
abuse and drug abuse were characterized as un¬ 
healthy behaviors that are incompatible with mili¬ 
tary service. Concurrently, an emphasis on deter¬ 
rence through routine urine drug screening and 
stringent zero tolerance policies for those detected 
for drug use or convicted of drunk driving has 
achieved significant reductions in drug abuse in the 
military. 19 From 1982 to the present time, world¬ 
wide surveys 19 have confirmed the substantial re¬ 
duction in the use of illicit drugs and related medi¬ 
cal and disciplinary problems. 

Changing Trends, Unchanging Risks 

Progress in reducing alcohol abuse and alcohol¬ 
ism among those in higher military ranks has not, 
however, been as pronounced as the counter-drug 
program results. Bray and colleagues 19 reported 
standardized comparisons of prevalence of alcohol 
and drug use among military personnel and civil¬ 
ians with 1985 data. These analyses, which con¬ 
trolled for demographic differences, indicate that 
drug use was significantly lower among military 
personnel than for civilians, while heavy drinking 
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was significantly higher. The analyses concluded 
that the zero tolerance policies for drug use in the 
military had been effective, but military life may be 
conducive to a greater likelihood of abusive levels 
of alcohol use among military personnel than among 
civilians in general. 

Why the difference? Although there is a substan¬ 
tial research literature 20,21,22 that attempts to relate 
the occurrence of high rates of excessive drinking in 
certain occupations as evidence for high-risk occu¬ 
pations, this relatively large body of literature is 
based on many redundant citations and small 
samples and is suspect on methodological grounds. 20 
Therefore, it is difficult to explain the reported 
differences in consumption between military and 
civilian populations on job characteristics. Exami¬ 
nation of specific groups has yielded some general 
attributes that may explain some of the difference. 
Trice and Roman, 23 for example, found that un¬ 
structured jobs without clear goals, jobs with re¬ 
mote supervision and frequent travel or isolation, 
jobs that require drinking as a part of the work role, 
and jobs in competitive settings where drinking for 
relief is seen as justified have greater risk for drink¬ 
ing problems. Plant 21,24 did extensive research on 
the brewing industry and suggested that an 
individual's drinking pattern can be changed 
through the influence of the general level of drink¬ 
ing among work associates, availability of alcohol, 
the extent that coworkers cover up excesses, lax 
supervision, and job stresses, including boredom. 
Hingston et al 25 did not find consistent levels of 
association between heavy drinking and workers' 
job perceptions, except that stress and boredom 
were significantly related to amounts consumed. 
They suggested, however, that stress and boredom 
could be the way workers rationalize excessive 
drinking, regardless of the actual nature of their 
work. As stated, Whitehead and Simpkins 20 found 
many inconsistencies in work climate explanations 
for excessive drinking but were able to isolate eight 
structural factors that were significantly related to 
alcohol problems in the workplace: (1) social pres¬ 
sure to drink alcoholic beverages frequently, (2) 
peer sanction of heavy drinking, (3) recruitment of 
heavy drinkers in the occupational field, (4) peer 
sanction of drinking on the job, (5) official sanction 
of heavy drinking, (6) separation from normal sexual 
or social relationships, (7) opportunity to obtain 
alcoholic beverages relatively inexpensively, and 
(8) preponderance of young workers in the occupa¬ 
tion. Whitehead and Simpkins found that 70% of 
the variance in the rate of alcohol problems could be 


explained by these factors. Moreover, two factors in 
combination—social pressure and inexpensive ac¬ 
cess—explained over two-thirds of the variance by 
themselves. Of these two factors, opportunity to 
obtain alcoholic beverages inexpensively appeared 
to be the most critical. Fitting these characteristics 
into the military context, it is not difficult to specu¬ 
late that there might be relatively greater alcohol 
consumption among this population. 

Despite the military's tendency to control drug 
and alcohol problems through the same disciplin¬ 
ary pressures, a monolithic view of drinking prob¬ 
lems that presupposes that excessive alcohol use is 
voluntary and reflects immaturity cannot reconcile 
the phenomenon of late-onset alcoholism in adults 
who had been fairly indistinguishable from their 
military peers. The glaring flaw is the inability to 
explain the common phenomenon of the career sol¬ 
dier or sailor whose drinking became severe and 
disabling after 10 or 15 years of distinguished mili¬ 
tary service. It seems unlikely that any purported 
underlying factor of immaturity would apply to 
these individuals because it would have been a 
significant impediment to their career advancement 
and achievement. 

How, then, are such individuals affected? In early 
stages, their alcoholism may be eclipsed by a myriad 
of medical complications of excessive drinking. Then 
later, because these career soldiers and sailors are 
too successful to fit the stereotype of the occupa¬ 
tionally dysfunctional alcoholic, their excessive con¬ 
sumption is viewed as situational or voluntary, 
opening them to the moral imperatives of a willful 
misconduct model. Thus, it is critical for the clini¬ 
cian to appreciate that different populations may be 
represented in the common administrative net and 
to refine an individual diagnosis that correctly sorts 
the immature from the chemically dependent. 
Clearly, the DoD policy context—influenced as well 
by defense downsizing—impedes this objective 
somewhat. 

Military personnel may not seek help because of 
real or perceived threats to their careers. That per¬ 
ception, observes Bray et al, 19 is not surprising in 
view of the emphasis of disciplinary action for drug 
use. Current policy is to process officers and senior 
enlisted personnel for discharge after the first de¬ 
tected drug offense but to give junior enlisted per¬ 
sonnel a second chance to prove themselves. This 
policy is at odds with a concurrent DoD policy of 
encouraging individuals with alcohol problems to 
seek help, and the two are frequently confused. 
Thus, 58 percent of respondents to the 1988 World- 
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wide Survey expected disciplinary action would be 
taken against a person seeking treatment for an alco¬ 
hol problem, and 60.9 percent expected it for a drug 
problem. 26 The best evidence to represent the barrier 
of fear is that one-third of respondents believed that 
those who sought help for an alcohol problem would 
damage their careers although military policies en¬ 
courage rehabilitation. Although the healthcare pro¬ 
vider may not be capable of changing this mass psy¬ 
chology, it is important to recognize its presence and 
its power to drive avoidance treatment-seeking and 
treatment-offering behavior. 

The medical and psychiatric literature, how¬ 
ever, has consistently expanded the biological 
understanding of addictive behavior. Many neu¬ 
rophysiologic research efforts have supported 
the notion that drug-craving behavior and re¬ 
petitive drug and alcohol use may be linked to 
alterations in the neurochemical milieu. 27,28,29 
Genetic factors are also postulated, especially in 
alcoholism, 30,31 particularly among Native Ameri¬ 
cans and Asians who have low levels of alcohol 
dehydrogenase. In addition, life-cycle studies 
show an increased incidence of alcohol and sub¬ 
stance abuse in adults who have a history of 
attention deficit disorder as children. 32,33 

Public Law 

1971 marked a turning point for military sub¬ 
stance abuse treatment because of the enactment of 
specific legislation that directed the Secretary of 
Defense "to identify, treat and rehabilitate mem¬ 
bers of the Armed Forces who are drug or alcohol 
dependent." 3(p646) This legislation. Public Law 92- 
129, required the military to participate in full com¬ 
pliance with the earlier Comprehensive Alcohol 

DIAGNOSIS A] 

Diagnosis 

During the early 1900s, the U.S. Army classified 
drug and alcohol addiction separately from mental 
diseases. In other words, drug and alcohol prob¬ 
lems without a physical or mental disease were 
considered as nonmedical disorders. Current policy 
still dictates medical and nonmedical disposition of 
soldiers identified with a psychoactive substance 
use, abuse, or dependency problem, despite the 
considerable evidence that suggests that these dis¬ 
orders are genetically and physiologically based. 


Abuse and Alcoholism Prevention, Treatment, and 
Rehabilitation Act of 1970, 15 better known as the 
Hughes Act. Signed by President Nixon, against the 
urging of influential Cabinet members, 34 the Hughes 
Act provided the country's first comprehensive 
national policy on alcoholism since the repeal of 
Prohibition. Among its provisions, it mandated alco¬ 
holism treatment and rehabilitation for federal em¬ 
ployees, prohibited hospitals that received federal 
funds from discriminating against the admission and 
treatment of alcohol abusers and alcoholics, safe¬ 
guarded the confidentiality of records of alcoholic 
patients, and established the National Institute on 
Alcohol Abuse and Alcoholism as a catalyst for foster¬ 
ing programs to identify and rehabilitate alcoholics 
with special emphasis on the workplace. Public Law 
92-129 made it clear that the military also had to carry 
out the policies stated in the Hughes Act. It thus gave 
impetus to the significant expansion of alcoholism 
treatment programs in the military services. 

In the meantime, the narcotic problems emanat¬ 
ing from Vietnam ended with the withdrawal from 
Vietnam. There was also an upsurge of narcotic 
abuse in troops stationed in Europe during the 
1970s, particularly with intravenous heroin. This 
drug abuse also created a hepatitis epidemic, re¬ 
quiring massive air evacuation of these soldiers to 
the continental United States. 

As the substance abuse policy was implemented 
and expanded, military and civilian personnel were 
trained specifically for the ADAPCP, and treatment 
facilities were created, expanded, and evaluated. In 
addition, urine testing was implemented for the 
massive screening of drugs within the military. This 
impetus has since resulted in the successful pro¬ 
gram of prevention, control, and treatment of sub¬ 
stance abuse as it currently exists. 

DEFINITIONS 

The U.S. Army (and all of DoD) uses the Interna¬ 
tional Classification of Diseases (ICD) system. The 
ICD-Clinical Modification (ICD-CM) and the Diag¬ 
nostic and Statistical Manual of Mental Disorders (3rd 
ed., revised, DSM III-R), 35 which is correlated with 
the ICD-CM, are used in the United States for diag¬ 
nostic purposes. 

Definitions 

The following terminology is frequently encoun¬ 
tered in substance use disorders. 
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• Substance refers to alcohol, drugs, or any 
chemical that, when taken, affects the physi¬ 
cal and mental functions of an individual. 

• Substance use refers to the consumption of 
alcohol or other psychoactive drugs that can 
have negative effects on the person's social, 
occupational, or physical well-being. 

• Substance abuse is a pattern of use that re¬ 
sults in negative consequences although 
these effects may not be visible or even 
recognized by those in the environment. 3 

• Substance dependence is a condition, psycho¬ 
logical or physical, of interaction between a 
person and substance, characterized by a 
compulsion to take the substance on either 
a continuous or a periodic basis to experi¬ 
ence its psychological effects or to avoid 
the discomfort of its absence. 

• Physical dependence is an altered physi¬ 
ological state brought on by the frequent 
use of a substance and resulting in physi¬ 
ological symptoms on withdrawal. Note 
that one may become dependent on a 
substance without abusing it or being 
addicted to it as in cancer or chronic pain 
patients. 

• Psychological dependence is substance depen¬ 
dence without the physiological evidence 
of dependence. 

• Tolerance is the altered physiological state 
produced by the continuous use of a sub¬ 
stance with the declining effect of the given 

dose. 3,36 

DETERMINANTS OF 

Individual Determinants 

The use and abuse of psychoactive substances, 
along with the dependence syndrome, are 
multidetermined. The military population being a 
subsample of the general population is made up of 
individuals of various ages, personalities, and back¬ 
grounds. They thus share the biological, psycho¬ 
logical, and social vulnerabilities of the general 
population. The individual determinants are sig¬ 
nificant because the constitutional vulnerabilities 
are present within the soldier and, given a set of 
circumstances, an emergence of the substance abuse 
disorder can occur. 


Dependence Syndrome 

The dependence syndrome associated with 
psychoactive substances is the hallmark of these ad¬ 
dictive disorders. It is multidimensional with biologi¬ 
cal, social, and behavioral components. The loss of 
control over the substance use is the cardinal feature of 
this syndrome. The syndrome elements are as follows: 

• Substance use takes on a regular schedule 
of almost continuous or daily use. 

• Substance use becomes a higher priority 
than any other activities despite negative 
consequences. 

• Increased tolerance develops. 

• Withdrawal symptoms occur. 

• The substance is used to avoid withdrawal. 

• A compulsion to use the substance develops. 

• Readdiction liability is possible. 

Most of the above syndrome elements have been 
incorporated in the current DSM III-R criteria for 
psychoactive substance dependence. Because the 
military services apply the DSM III-R criteria for 
diagnostic purposes, it is essential that familiarity 
with the criteria is established. See Exhibit 5-1. 

Although tolerance and withdrawal are symptoms 
that are listed in the DSM III-R criteria for depen¬ 
dence, these two symptoms are not required to 
make the diagnosis of dependence as had been in 
the original DSM III 37 system. To diagnose depen¬ 
dence, it is necessary to fulfill only three of the nine 
DSM III-R criteria. In addition, social and occupa¬ 
tional impairment has also been deemphasized as 
being essential in the current DSM III-R diagnosis 
of either dependence or abuse. 38 

SUBSTANCE ABUSE 

Although polydrug abuse has not been conclu¬ 
sively linked to genetic factors, studies in alcohol¬ 
ism have shown evidence of genetic linkage. 32 These 
studies indicate that a child of an alcoholic has a 
greater risk of developing alcoholism than a child of 
nonalcoholic parents, even when adopted by 
nonalcoholics at birth. 31,39 There has also been noted 
physiological differences between children of alco¬ 
holics and those of nonalcoholics in their biological 
response to alcohol and other sedatives in their 
central nervous system function. 28 

Personality appears to play a more important 
role in the genesis of polydrug abuse than in alco¬ 
holism. Drug abusers frequently display severe 
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EXHIBIT 5-1 

DSM III-R DIAGNOSTIC CRITERIA FOR PSYCHOACTIVE SUBSTANCE DEPENDENCE 


AND ABUSE 


I. Dependence 

A. At least three of the following: 

1. Substance often taken in larger amounts 
or over a longer period than the person 
intended 

2. Persistent desire or one or more unsuc¬ 
cessful efforts to cut down or control 
substance use 

3. A great deal of time spent in activities 
necessary to get the substance, take the 
substance, or recover from its effects 

4. Frequent intoxication or withdrawal 
symptoms when expected to fulfill major 
role obligations at work, school, or home, 
or when substance use is physically haz¬ 
ardous 

5. Important social, occupational, or recre¬ 
ational activities given up or reduced 
because of substance use 

6. Continued substance use despite knowl¬ 
edge of having a persistent or recurrent 
social, psychological, or physical prob¬ 
lem that is caused or exacerbated by the 
use of the substance 

7. Marked tolerance: need for markedly in¬ 
creased amounts of the substance (at least 


50% increase) to achieve intoxication or 
desired effect, or markedly diminished ef¬ 
fect with continued use of the same amount 

8. Characteristic withdrawal symptoms 

9. Substance often taken to relieve or avoid 
withdrawal symptoms 

B. Some symptoms of the disturbance have per¬ 
sisted for at least 1 month or have occurred 
repeatedly over a longer period of time. 

II. Abuse 

A. A maladaptive pattern of psychoactive sub¬ 
stance use indicated by at least one of the 
following: 

1. Continued use despite knowledge of per¬ 
sistent or recurrent social, occupational, 
psychological, or physical problems that 
are caused or exacerbated by use of the 
psychoactive substance 

2. Recurrent use in situations when use is 
physically hazardous 

B. Some symptoms of the disturbance have per¬ 
sisted for at least 1 month or have occurred 
repeatedly over a longer period of time. 

C. Never met the criteria for psychoactive sub¬ 
stance dependence for this substance. 


personality disorders of the antisocial or borderline 
type. Psychological and personality characteristics 
of drug-abusing persons most often have been re¬ 
ported as impulsive and novelty seeking. 39 

Social maladjustment and environmental depri¬ 
vation likewise are significant as determinants of 
substance abuse. This finding is more true with 
polydrug abusers. 40 

Environmental Determinants 

Substance abuse like any other behavior is the 
product of an individual interacting with his envi¬ 
ronment. In any organizational management of sub¬ 
stance abuse, it is therefore essential to understand 
the environment in which the disorder occurs. The 
military environment has its unique stressors, which 


are experienced by all but to which each soldier's 
reaction differs depending on individual strengths. 
Young soldiers tend to face insurmountable ob¬ 
stacles to a sense of personal identity and unit 
affiliation by the high level of turbulence in the 
units, the geographical separation from friends and 
family, and the psychological isolation from offic¬ 
ers, noncommissioned officers, and the surround¬ 
ing community. 

Excessive drinking has been associated with mili¬ 
tary personnel, and active duty has been considered 
to be a high-risk occupation for alcoholism. That the 
military environment contributes to alcohol use 
and abuse has been frequently cited. 1 ' 2 ' 317,19 Studies 
have also indicated little change in patterns of alco¬ 
hol use over the years. 3 In a survey among military 
personnel, there was a definite relation between 
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stress at work and alcohol consumption. 26 

It has been noted that the pattern of substance 
use among soldiers is determined less by pharma¬ 
cological and personality variables and more by the 
circumstances, such as substance availability, peer 
pressure, and need for affiliation in an environment 
in which social supports tend to be lacking and in 
which loneliness and isolation abound. 41,42 Drugs 
have been used as a way of "bolstering self-esteem 
through identification with a group, to reduce anxi¬ 
ety, and to provide themselves with an interper¬ 
sonal relationship." 43(p448) 

Combat, the most significant stressful situation 
in the military, generally tends to increase sub¬ 
stance use. A study of veterans of the Korean and 
Vietnam conflicts indicated "a significant associa¬ 
tion between combat exposure and excessive alco¬ 
hol use." 44(pS72) Many veterans of the Vietnam con¬ 
flict began using heroin during their tour of duty for 
relief of fear and tensions of war. Abuse of heroin, 
cannabis, and alcohol by combat soldiers was not 
usual while in the field in close proximity with the 
enemy but rather was usual while back at the fire 
base or on rest and recreation. Apparently, the 
desire for survival mobilized peer pressure to keep 
soldiers alert while on patrol. For other soldiers, 
boredom and the lack of meaningful activity con¬ 
tributed to substance use. 45 

Availability 

There can be no widespread substance abuse 
without its availability. This situation was clearly 


demonstrated during the Vietnam conflict when 
the use of narcotics dramatically increased due to 
its availability and low cost. In addition, many who 
were regular drinkers, including some who had 
drinking problems, switched to opiates and then 
became opiate dependent. After the Vietnam con¬ 
flict, opiate use decreased, and alcohol use again 
became ascendant. 46 A study of soldiers returning 
from the Republic of Vietnam (RVN) in 1971 dis¬ 
closed "less than 1% ever addicted to narcotics be¬ 
fore arrival in RVN; while in RVN, 1 / 2 of them used 
narcotics and 1/5 reported opiate addiction. After 
their return to the US, usage and addiction de¬ 
creased to pre-Vietnam levels." 47 Similarly, the 1990 
to 1991 Persian Gulf War saw an absence of alcohol 
problems because of strictures against importation 
of alcohol into Islamic countries. 

Organizational Determinants 

The level of stress present within the unit im¬ 
pacts on its members significantly. As a result of 
leadership difficulties or organizational problems, 
the soldiers in the unit can experience a significant 
amount of discontent, frustration, and poor morale. 
Problems in behavior among the troops rise signifi¬ 
cantly, and substance abuse rates tend to rise ac¬ 
cordingly. Therefore, in any situation in which sig¬ 
nificant substance abuse is determined, a command 
consultation with the unit is indicated, and organi¬ 
zational functioning needs to be assessed. Primary 
preventive measures could significantly reduce the 
abuse rates in dysfunctional units. 


CURRENT THEORIES 


Biopsychosocial 

Soldiers may take substances for many reasons. 
These reasons include curiosity, peer pressure, and 
the desire to diminish dysphoric feelings or experi¬ 
ence euphoriant feelings. Drug use among young 
soldiers is generally experimental and tends to be 
confined to social situations that often provide a 
focus for group interactions and identity. 1 This type 
of substance use is quite different from regular use 
or dependence. 

Today, the biopsychosocial theory is the domi¬ 
nant concept in alcoholism. The theory postu¬ 
lates that certain susceptible individuals are more 
likely to develop alcohol dependence because of 
biological (genetic), psychological, (depression). 


or social (peer influences) predispositional fac¬ 
tors. Stressful life events or psychological condi¬ 
tions (anxiety, insomnia, depression, and so forth) 
precipitate increased drinking, and the drinking 
becomes progressive as alcohol in these suscep¬ 
tible individuals provides relief by producing 
euphoria or alleviating the dysphoria. As a con¬ 
sequence, primary psychological dependence is 
developed resulting in tolerance. Physical de¬ 
pendence follows with the need to drink to pre¬ 
vent withdrawal symptoms. The established ad¬ 
dictive cycle is then intensified by the protracted 
abstinence syndrome with persistent psychologi¬ 
cal craving. Even after a period of abstinence, 
and this period can last many years, because the 
physical dependence mechanism remains, the ad- 


69 


Military Psychiatry: Preparing in Peace for War 


dictive behavior becomes reactivated by alcohol 
ingestion. 39 

Subtypes of Alcoholism 

Military experience has indicated that alcohol¬ 
ism is manifested in different ways among soldiers. 
What is frequently seen among the younger sol¬ 
diers is not the same as what is seen with older 
soldiers. Studies 31,39 of families with alcoholism and 
adoption studies 28,39 have clarified these impres¬ 
sions by the determination of two clinical subgroups 
of persons with alcoholism that differ in their ge¬ 
netic and environmental backgrounds. 28 These sub- 
types imply different approaches for the manage¬ 
ment and the treatment of alcoholism in the military. 

Type 1 alcoholism is the classical alcohol-depen- 
dent person with a loss of control and the compul¬ 
sion to drink. Type 1 alcoholics are generally anx¬ 
ious or passive-dependent and drink to relieve the 
anxiety. They may experience prolonged and se¬ 
vere depressive responses to separation or loss of 
social attachments. For this group, mild or severe 
alcohol abuse occurs after the age of 25 years, and 
tolerance and dependence develop rapidly on drink¬ 
ing. They tend to display recurrent binges, guilt 
about drinking, and liver disorders. The disorder is 


more often familial than with Type 2, often with 
both their parents having a similar pattern. There is 
little or no criminality. Because of the loss of control 
and prominent psychological dependence, the treat¬ 
ment goal should be a total, lifelong abstinence. 
Supportive social relationships and appropriate 
means of relieving anxiety are also essential for 
recovery. 28 

Those with Type 2 alcoholism are typical alcohol 
abusers, characterized by the onset of moderate 
alcohol abuse during their teenage years (before the 
age of 25). They drink to seek stimulation and plea¬ 
sure and present a history of frequent criminality 
with arrests, suicidal acts, and other acting-out be¬ 
havior. Generally, there is a history of an early onset 
of alcohol abuse and criminality in their biological 
fathers. Antisocial personality characteristics are 
common with impulsive and aggressive behavior. 
They tend to be risk takers who abuse a variety of 
substances in addition to alcohol. The alcoholism is 
manifested by an inability to abstain, fighting while 
drinking, and drinking and driving recklessly. 
Women seem less at risk for the Type 2 alcoholic 
disorder than do men. Treatment should be heavily 
directed toward seeking other ways to obtain stimu¬ 
lation and pleasure, that is, physical activities in 
addition to developing self-control. 28 


IDENTIFICATION 


Substance abusers are quite unlike the usual pa¬ 
tients that a physician sees in two major respects. 
First, the typical medical patient is motivated by his 
distress and discomforts to seek relief. The drug 
abuser does not consider himself ill or his activity 
undesirable. It is only when he suffers from intoxi¬ 
cation, withdrawal, or other effects of substance use 
that he is brought to medical attention, and then 
usually as a referral by his commander. Second, 
although the treatment of the physical effects of 
substance use is a medical responsibility, the treat¬ 
ment of the substance use disorder (rehabilitation) 
is a command responsibility. 

Unlike with most other medical disorders, the per¬ 
vasive existence of denial among substance abusers 
maintains the drug use and perpetuates the disorder. 
The motivation for recovery is often provided by the 
threat of career termination because the military ser¬ 
vices have considered continued substance abuse to 
be incompatible with military service. 

Biochemical testing is used widely within the 
military services for the detection of alcohol and 


drug use. For alcohol, breathalyzers are a rapid 
means of ascertaining the level of blood alcohol 
present for treatment purposes; however, when¬ 
ever a need arises for a legal determination of 
blood alcohol concentration (BAC), a laboratory 
analysis of the blood sample is necessary, utiliz¬ 
ing proper procedures and a chain of custody. 
Usually, commanders have the authority to or¬ 
der such testing. 

Urinalysis 

Urinalysis testing is useful for detecting sub¬ 
stance use such as cannabis, cocaine, amphetamines, 
phencyclidine, barbiturates, and opiates. Testing is 
done under strict procedures to minimize adminis¬ 
trative errors because a soldier's career may be 
determined by its result. Commanders often utilize 
random urine testing for drugs. For both alcohol 
and drugs, commanders have the prerogative of 
ordering testing whenever there is a suspicion of 
use or impairment. 
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The physician plays a key role in the evaluation 
of all confirmed laboratory tests because prescribed 
drugs can give an erroneous impression of abuse. 
The physician assesses all available data, including 
medical records, examines the subject, and renders 
a diagnosis and recommendations. It is important 
that physicians work closely with the commander 
in obtaining all pertinent information before any 
final decision is made that the individual is or is not 
a substance abuser. To assist the physician, ques¬ 
tionnaires such as the Michigan Alcoholism Screen¬ 
ing Test (MAST) 48 and the CAGE 49 (Have you tried 
to Cut down? Are people Angry when you drink? 
Do you feel Guilty about drinking? Do you take an 
Eye-opener in the morning?) are available and eas¬ 
ily administered and scored. 

A proper diagnosis of substance abuse disorder is 
essential in ensuring proper intervention, treatment, 
and follow-up. The physician should be objective in 
considering the needs of both the individual and the 
organization rather than "protecting" the person, as 
sometimes occurs. In addition, the primary concern of 
all professionals should be to encourage substance 
abusers voluntarily to seek assistance and to eliminate 
those factors that prevent this assistance. 

Medical Screening 

An important means of detection is available to 
the physician attending to "sick call." Conditions 
such as hepatitis, recurrent Monday "flu" syn¬ 
dromes, and gastritis may indicate substance abuse. 
Alcohol misuse can aggravate almost any of the 
routine complaints and findings seen in the every¬ 
day practice of medicine, particularly neurological, 
gastrointestinal, and cardiorespiratory symptoms. 
Physicians should always consider substance abuse 
in any recurrent or nonspecific medical conditions 
and recurrent injuries. 

Commander's Suspicion 

For commanders, the usual means of identifying 
alcoholism is based on performance criteria such as 


For many years, alcoholism as a treatable condi¬ 
tion was ignored by the military as well as by the 
medical community. Little was known then of alco¬ 
holism as a disease. While great strides have been 
made in its understanding, much more needs to be 


absenteeism, tardiness, personality changes, disin¬ 
terest, argumentativeness, accidents, and sickness. 
This is true largely in the lower enlisted ranks. 
Among the higher enlisted ranks and officers, 
impairment is quite subtle and less conspicuous. 
Therefore, identification is more difficult. Here, 
a recognition of longer lunch breaks with a smell 
of alcohol on the breath may be a clue to an 
alcohol problem. Identification based on perfor¬ 
mance becomes an especially difficult task. The 
performance requirements of jobs differ, and the 
higher status jobs allow more variation in work 
performance. Furthermore, the senior service 
member has less immediate supervision, more 
privacy, and more opportunity to set his own 
pace and hours, and there are fewer opportuni¬ 
ties for accidents. In addition, there is less social 
distance and more collegiality between the higher 
enlisted ranks and officers and their supervisors. 
These supervisors are often reluctant to acknowl¬ 
edge that a problem exists. 

Within the DoD, any person having a blood 
alcohol level of 0.05 percent while on duty is 
considered impaired and should not continue to 
work. "Alcohol is a primary and continuous de¬ 
pressant of the central nervous system. In per¬ 
sons intolerant of alcohol, impairment of judge¬ 
ment and of recently learned, complex, and finely 
tuned skills begins to occur at BACs as low as 5.4 
mmol per liter (0.025 percent), followed by the 
loss of more primitive skills and functions, such 
as gross motor control and orientation, at con¬ 
centrations in excess of 11 mmol per liter (0.05 
percent)." 50(p456) 

For troops in combat or in the field, the prob¬ 
lem is especially critical as impairment in infor¬ 
mation processing occurs even at minimal blood 
levels. The ability to abstract and conceptualize 
is diminished along with the cognitive ability to 
interpret incoming information. The soldier is 
also less able to appreciate the potential danger 
or the negative consequences of a particular ac¬ 
tion because alcohol tends to cause him to act 
impulsively. 50 


understood of its mechanisms and phenomena in 
order to develop more effective treatment. 

In the past, while the military had a variety of 
mechanisms for handling alcoholic dereliction of 
duty, it lacked treatment programs. As a result, the 
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soldier's denial was echoed by the military because 
commanders seldom wished to terminate what had 
been a promising career. Soldiers with confirmed 
alcoholism were put in the same category as those 
with mental deficiency or psychopathic state, and 
they were considered to be constitutionally handi¬ 
capped. "Their separation from the army under the 
appropriate administrative regulation was in the 
best interest of the soldier and the service." 51(pS90) 

Alcoholism was considered a result of willful 
misconduct, and the punitive approach was the 
usual means of management. However, medical 
personnel felt that treatment should be offered to 
the afflicted soldier rather than punishment. 

Alcoholism was a difficult problem. There was of¬ 
ten doubt whether a "drunk" belonged in the local 
guardhouse or in the hospital, where possible in¬ 
tracranial injuries for example, could be detected. A 
compromise solution was reached when one of the 
neuropsychiatric closed wards was assigned to care 
for such problem personnel. Acute alcoholics were 
admitted to this ward and then transferred to the 
guardhouse if no medical disorder existed. This was 
in accord with Army policy that regarded alcohol¬ 
ism as misbehavior rather than illness." 52(p814) 

For those fortunate enough to be placed on the 
psychiatric service, alcoholism was invariably con¬ 
sidered to be a symptom of some underlying psy¬ 
chiatric disorder. Even so, long-term treatment of 
such a condition was unavailable in the services. 

Although there was some early work done in the 
hospital treatment of alcoholics at various military 
treatment centers, 3 it was only after 1970 that a clear 
policy had emerged in abandoning the willful mis¬ 
conduct concept and that took a more humanitarian 
and therapeutic approach. The U.S. Army initiated 
its ADAPCP in 1971 on a congressional mandate. 53 
The program approach was in large part a result of 
the policy of conservation of manpower because 
senior noncommissioned officers and officers rep¬ 
resented a considerable financial and experiential 
investment by the military. The military services 
could not afford the constant replacement of highly 
skilled service members and the ongoing toll of 
impaired performance and hazards associated with 
substance use. 17 It had been clearly shown previ¬ 
ously 26 that substance use correlated highly with 
the occurrence of physical symptoms, social dis¬ 
ruption, and the deterioration of work performance. 
Providing treatment favorably affected health and 
performance. 54 

An effect that may not be as important in other 
settings but is highly significant within the military 


setting is that the use of a substance has the poten¬ 
tial of modifying the relationships existing in small 
groups. 55 Drug use can be disruptive to unit cohe¬ 
sion because it can fragment the unit into disparate 
groups. The unit cohesion that is so vital in sustain¬ 
ing the soldier in battle can be compromised. 56 

Since the inception of treatment as an alternative 
in the management of substance abusers, programs 
have been made available in each military installa¬ 
tion. The thrust has been along voluntary treatment 
and early intervention. Both outpatient and inpa¬ 
tient modalities are available and current programs 
match the intensity of treatment to the needs of the 
patient at hand. The current treatment policy is 
more favorable in the military for those with alco¬ 
holism. There is less tolerance for other substance 
abusers. 3 

Triage 

The ADAPCP in the U.S. Army is a command 
program. 57-59 By this policy, the commander makes 
the decision of whether the soldier should receive 
rehabilitation for his substance abuse disorder. 
Unlike other treatment, the medical officer can rec¬ 
ommend, but the commander makes the final deci¬ 
sion. Generally, the commander bases his decision 
on the soldier's performance and his potential for 
further active duty, that is, the soldier's past and 
future contributions to the military. 

The treatment of the effects of drugs and alcohol 
as they are manifested physically is a medical re¬ 
sponsibility. However, once the condition stabi¬ 
lizes and the soldier is no longer in danger, the 
commander decides on whether the soldier receives 
rehabilitation or administrative action, including 
separation. 

As indicated previously, substance abusers can 
generally be divided into the two types. Within the 
military, this division can be done quite easily. 
Considering the differences in characteristics and 
symptomatology, the treatment implications are 
enormous. Soldiers of the Type 1 group will be 
considered more likely to have the disease of alco¬ 
holism and thus benefit from the medical approach, 
that is treatment in the residential treatment facility 
(RTF). Soldiers of the Type 2 group would receive 
only limited benefits from the purely medical ap¬ 
proach. Their management should include a signifi¬ 
cant command approach, utilizing discipline, struc¬ 
ture, training, and administrative action. 

Although there are exceptions, with a large pro¬ 
portion of the military population being less than 25 
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years old, it appears that a great majority would fall 
into the Type 2 group with the diagnosis of alcohol 
abuse. Occasionally, soldiers referred for alcohol 
intoxication or an alcohol-related incident may not 
fit into the DSMIII-R criteria for alcohol abuse. This 
also occurs with some soldiers who test positive on 
urinalysis for substances. In these cases, because no 
definitive diagnosis can be made, the soldier is 
considered to have used the substance improperly. 
He is therefore enrolled into the education pro¬ 
gram, usually for a 30-day period. The staff may 
use this time to further observe and evaluate the 
soldier. 

Treatment Strategies 

Although soldiers entering into a treatment pro¬ 
gram, whether outpatient or RTF, have different 
degrees of the disorder with differences in need, 
they all require restoration and changes in their 
basic behavior to pursue recovery. Within the sub¬ 
stance abuse field, there is yet no cure. For many, 
abstinence is the goal, and recovery is a lifelong 
task. The strength of one's recovery program mini¬ 
mizes the slips and relapses. Treatment strategies 
emphasize various means to avoid drinking, in¬ 
cluding taking disulfiram and attending Alcoholics 
Anonymous (AA) meetings. Strategies are also di¬ 
rected to repairing social and medical problems, 
restoring hope and self-esteem, and developing new 
interests and associations. 36 The establishment of a 
new social network along with substitute behavior 
is also critical. 

For treatment to be effective, a comprehensive 
approach is necessary. Every area of the patient's 
functioning should be assessed and addressed be¬ 
cause these individuals display multiple impair¬ 
ments by the time they come to treatment. These are 
behavioral difficulties, psychological disturbances 
(mood and affect), social-interpersonal impairments, 
and physical and cognitive dysfunctions. In addi¬ 
tion, the adverse effect on work performance and 
legal difficulties, if any, need resolution. 

When an abuser enters treatment, the outcome is 
largely dependent on the service member's motiva¬ 
tion to remain in the service by giving up the use of 
substances of abuse. A service member must not 
only comply with the treatment plan in terms of 
attendance and participation, but he must demon¬ 
strate an actual change in attitude, abstention from 
substance abuse, and a satisfactory duty perfor¬ 
mance. With readiness for duty as the policy in the 
military, service members not motivated for reha¬ 


bilitation are expeditiously separated. These indi¬ 
viduals are, however, given the opportunity for 
treatment at a Veterans Administration medical 
facility within 30 days of separation. 

Outpatient 

The outpatient treatment modality is the first 
treatment intervention. The usual entrance reason 
is an alcohol-related incident. A psychoactive sub¬ 
stance use disorder 60 diagnosed by medical person¬ 
nel following a comprehensive clinical assessment 
is necessary for enrollment. The outpatient pro¬ 
gram usually consists of weekly group counseling 
sessions and individual sessions as necessary. Treat¬ 
ment plans also include AA participation and 
disulfiram as indicated. Narcotics Anonymous (NA) 
and Cocaine Anonymous (CA) may be utilized when 
substances other than alcohol are abused. Periodic 
urinalysis is also utilized to discourage the substi¬ 
tution of other psychoactive substances. The com¬ 
mander enrolls the soldier into the program on the 
recommendation of the professional staff. For the 
duration of the soldier's treatment, there is active 
collaboration with command. The commander pro¬ 
vides the direction, structure, and limits that are 
necessary in rehabilitation. The program is espe¬ 
cially suited for the young soldier who abuses 
alcohol. 

Residential Treatment Facility 

Inpatient treatment of alcoholism and other drug 
dependence is conducted in one of the many mili¬ 
tary RTFs. For those soldiers that are alcohol- or 
drug-dependent by DSM III-R criteria, it supple¬ 
ments and augments outpatient care. It is a hospi¬ 
tal-based program of intensive therapy, lasting 4 to 
6 weeks and followed by outpatient treatment for 
the next year. Community living milieu and inten¬ 
sive group therapy to overcome denial and to 
effect lifestyle changes are heavily utilized. Coun¬ 
seling and education with intensive AA/NA par¬ 
ticipation are included. If not medically 
contraindicated, disulfiram (Antabuse) is encour¬ 
aged as an adjunct to treatment. Because of the 
effect of family dynamics in the treatment pro¬ 
cess, family issues are addressed and many pro¬ 
grams include spouses and other codependents 
to support the rehabilitation of the individual 
and to prevent further enabling. 3 It is an inten¬ 
sive but time-limited recovery program with ab¬ 
stinence as its goal. 
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To continue the recovery process initiated in the 
RTF, at the time of release, a sound aftercare plan is 
prepared. The service member is referred back to 
his own military community's outpatient facility 
for continued care according to its outpatient for¬ 
mat (ie, weekly counseling sessions, disulfiram 
therapy, and AA attendance) for the next year. 
Commanders are involved in the aftercare, and 
their support is considered essential for the service 
member's return to duty, compliance with treat¬ 
ment, and ultimately assurance of adequate reha¬ 
bilitation. The year of aftercare is a probationary 
period during which a service member is stabilized 


geographically in his unit and reenlistment con¬ 
tracts cannot be negotiated. This is to maintain the 
continuity of treatment at one location as well as to 
allow the commander the continued assessment of 
the soldier. Adequate medical follow-up is also 
necessary during this period because of the recur¬ 
rent medical problems that many alcoholics have 
developed over the years. In addition, because of 
the tendency to substitute other drugs for a previ¬ 
ous alcohol dependency, the physician should be 
acutely sensitive to the use of medications by the 
soldier for any reason. It may be necessary periodi¬ 
cally to subject the soldier to random urinalysis. 


MANAGEMENT OF CLINICAL CONDITIONS 


Of importance in the treatment and management 
of substance-induced disorders is an understand¬ 
ing of the disorder and its psychosocial aspects. 
Proper treatment utilizes the various psychiatric 
treatment modalities, including both pharmacologic 
and psychosocial approaches. The goal is to restore 
the soldier's functioning in the military milieu and 
correct any performance deficits. Appropriate man¬ 
agement utilizes the support of the community, 
family, unit, and organization to optimize recovery. 
Essential in the management is the understanding 
of the soldier's personality and circumstances that 
led to the disability or illness. 61 

Two frequently encountered complications seen 
among soldiers are alcohol- or drug-induced in¬ 
toxication and psychoses. Intoxications are acute 
disorders that require immediate treatment. The 
psychoses may be acute or chronic. The with¬ 
drawal delirium is one type that requires imme¬ 
diate intervention. 

The standard treatment for psychosis differs in 
the treatment of the substance-induced psychotic 
disorders; however, both may include the use of 
neuroleptics and appropriate supportive measures. 
Elimination of the toxic substance and correction of 
metabolic diatheses is of paramount emphasis in 
substance-induced psychoses. The treatment of al¬ 
cohol intoxication and alcohol delirium will follow. 
The measures utilized in these disorders can be 
utilized in similar conditions that are drug-induced. 

Alcohol Intoxication 

Among the troop population, intoxication plays 
a major role in the morbidity and mortality associ¬ 
ated with accidents, homicide, suicide, and medical 
and surgical conditions. Intoxication or drunken¬ 


ness should not be confused with alcoholism. It is seen 
in both alcohol abuse and alcohol dependence. Intoxi¬ 
cation is often defined, especially in relation to driving 
offenses as a BAC of 100 mg per 100 ml of blood. 

A standard drink—defined as 44 ml (1.5 oz) of 
distilled liquor (80 proof, or 40 percent alcohol by 
volume), 360 ml (12 oz) of beer (5 percent alcohol) or 
150 ml (5 oz) of wine (12 percent alcohol)—contains 
about 15 g of alcohol, and in a 70-kg person the 
ingestion of one such drink will result in a peak 
blood alcohol concentration of approximately 4.3 to 
8.7 mmol per liter (0.02 to 0.04 percent), depending 
on the rates of ingestion and absorption. Alcohol is 
metabolized and eliminated from the body at an 
average rate of about 8 g per hour; thus, for each 
standard drink consumed, approximately two hours 
are required for the blood alcohol concentration to 
fall to near zero, though slow rates of absorption 
may prolong the tail of the elimination curve be¬ 
yond two hours." 50(p456) 

Sporadic, deliberate intoxication and voluntary 
heavy drinking (drunkenness) must be distin¬ 
guished from the disease of alcoholism or alcohol 
dependence. Drunkenness is usually a hallmark of 
an alcohol abuser, but a history of repeated epi¬ 
sodes points to dependence. 

Alcohol intoxication varies in degrees and may 
be associated with abuse of other substances. Usu¬ 
ally, the pure alcohol intoxication tends to be un¬ 
complicated, and recovery is fairly rapid. Because 
of the social and other supports that are not avail¬ 
able in barracks living, soldiers are often hospital¬ 
ized briefly to avoid any unforeseen complications 
and to ensure safe recovery. 

The usual signs of intoxication are slurred speech, 
nystagmus, hyporeflexia, unsteady gait, incoordi- 
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nation, flushing, somnolence, and drowsiness. A 
strong alcoholic breath is usually apparent but may 
be absent if unperfumed vodka has been ingested. 
Effectively treated with bed rest, recovery is fairly 
rapid. To control excitement or violence, careful 
restraint may be needed. The use of medications is 
controversial because deaths have occurred with 
additional sedation and important neurological 
signs may be masked. 

Severe intoxications (alcohol overdose) present 
potential respiratory, cardiovascular, and central 
nervous system complications, including coma. 
There is also the possibility of unpredictable behav¬ 
ioral manifestations. Because the primary approach 
to the management of these individuals is life sup¬ 
port, these cases should be managed in the hospital 
intensive care unit. 

Severe intoxication is seen most often among 
young soldiers in a foreign country who, unfamiliar 
with the alcohol content of the local beverages, 
consume a significant quantity in a short period of 
time. It can also occur in binge drinkers who drink 
enormous quantities of alcohol rapidly. Because 
drugs may also be involved, it is necessary to obtain 
not only a BAC but also a drug screen. Because 
identification of the specific substances may not be 
immediately available, familiarity with substances 
available in the local community is helpful. An 
example in South Korea is Soju, a beer with a high- 
alcohol content. 

Optimal management and treatment presuppose 
that the clinician has a clear appreciation of the 
clinical situation, including an adequate history 
and physical examination. Appropriate laboratory 
support is also essential. However, when a soldier 
is brought in by the military police or by ambulance, 
reliable and accurate information may be lacking. It 
is often necessary to start treatment immediately on 
a high index of suspicion as to the psychoactive 
substances involved. 

Case Study 1 

A 20-year-old serviceman with 8 months of active duty 
was brought to his medical treatment facility by the mili¬ 
tary police for treatment of a head laceration following his 
apprehension for fighting at the club. When seen, he was 
intoxicated with a BAC of 0.15 mg% of alcohol and was 
hostile and belligerent. For the treatment of his wound and 
for observation, he was admitted into the base hospital. 
He recovered from the incident uneventfully over the next 
day. Past history indicated that he had been drinking for 
the past 5 years and was apprehended a year ago for 
driving while intoxicated. He entered the army at the 


insistence of his parents and because he had no job. 
Since arrival at his unit, he has had two incidents of 
fighting while intoxicated and was charged twice for dis¬ 
obeying orders. He had also tested positive for cannabis 
a month ago. On release from the hospital, he was 
enrolled in the outpatient program by his commander. 
Attendance at the group sessions was erratic, and when 
he attended, he minimally participated. When confronted, 
he became hostile and defensive. He refused disulfiram, 
allegedly because he had no intention of quitting alcohol. 
A repeat of his urine drug screen a few weeks later again 
was positive for cannabis. Because of his failure to benefit 
from treatment and the continued use of an illegal sub¬ 
stance, he was disenrolled from the program by his 
commander and separated administratively from the 
service. 

Comment: Soldiers who have had alcohol and drug 
problems before entering on active duty often experience 
a relapse during their term of service. Motivation for 
treatment is perhaps the best predictor of success. The 
individual in the above case study had no motivation to 
stop drinking. 

Case Study 2 

A 21-year-old serviceman with 2 years of active duty 
was brought to the base dispensary after he passed out at 
the local bar. He had been in Korea a week when he 
decided to try the clubs with his fellow soldiers. At their 
insistence, he had two bottles of Soju, a Korean drink, and 
four bottles of beer over a period of 2 hours. When seen 
at the hospital, he was drowsy but responsive. BAC was 
0.25 mg% for alcohol. He was admitted into the hospital 
for observation. The recovery was uneventful, and he 
required no medications. Continued observation indi¬ 
cated no emergence of tremors or withdrawal symptoms. 
Additional history indicated that the patient had been 
drinking for the past 4 years and that at his last duty post 
he had been cited fordriving while intoxicated. He usually 
drank on weekends with fellow soldiers and had been 
drunk on several occasions at parties. Following his 
release from the hospital, he was enrolled in the outpa¬ 
tient program by his commander because he was gener¬ 
ally considered a good soldier. He received weekly group 
counseling, attended the local AA meetings, and com¬ 
plied with the program requirements for the 6 months of 
his enrollment. During treatment, there was active com¬ 
mand collaboration and consultation. The soldier was well 
aware of potential administrative action, including sepa¬ 
ration, should he fail to progress in the program. He 
successfully completed the program and remained 
free of any alcohol-related incidents for the next year 
when he was honorably discharged on his expected 
termination of service. 

Comment: The above case study illustrates a success¬ 
ful outcome of a soldier placed in the outpatient treatment 
program. It is estimated that 60% of those enrolled in the 
outpatient program are successfully rehabilitated. 62 
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Case Study 3 

A 42-year-old Sergeant First Class returned from de¬ 
ployment to Panama to find his wife had begun having an 
affair with a neighbor and wanted a divorce. The soldier, 
originally from New York City, returned home on leave to 
be with his family of origin for support and solace. On a 
dare, he used crack cocaine and noted that this drug 
helped with his feelings of dysphoria surrounding the 
breakup of his marriage. When he returned to his duty 
station, the soldier moved to an apartment in town and 
began using crack cocaine on a regular basis. His work 
performance declined and he tested positive on a random 
urine drug screening. 

During his referral to the ADAPCP, a psychiatric evalua¬ 
tion confirmed the presence of an adjustment disorder with 
depression. He readily engaged in outpatient counseling 
and his command began processing his separation. 

The soldier received 8 months of drug abuse counsel¬ 
ing before being separated from the service. One year 
after separation, he was still doing well and had found 
another job in the defense industry. 

Comment: Despite the regulation that mandates separa¬ 
tion because of drug use, soldiers can still receive benefits 
from evaluation and treatment while awaiting separation. 

Alcohol Withdrawal 

The objectives in treating alcohol withdrawal are 
the relief of discomfort, prevention or treatment of 
complications, and preparation for rehabilitation. 
Withdrawal symptoms usually occur in persons 
that have developed tolerance and are alcohol-de¬ 
pendent in contrast to abusers of alcohol. With¬ 
drawal syndromes are usually seen in situations of 
voluntary abstinence, in treatment centers where 
the soldier is being treated for an intercurrent dis¬ 
ease or trauma, in custody of military police, or 
during troop movements. Although cessation of 
drinking is the usual cause of the emergence of the 
withdrawal syndrome, it can be precipitated by re¬ 
duced consumption or by any intercurrent illness, 
particularly infectious diseases. Because of inability to 
control their drinking, these individuals may display 
impairments in performance, and social relations, 
legal difficulties, and medical complications. 

In the case of depressant drugs (alcohol, barbitu¬ 
rates, sedatives, or hypnotics) untreated withdrawal 
can be lethal. With narcotics, the withdrawal, al¬ 
though uncomfortable, is seldom lethal in a healthy 
individual. 

Good management requires an adequate knowl¬ 
edge of the overall medical condition of the patient. 
Before withdrawal, medical conditions should be 
stabilized, including dehydration, infections, or 
trauma that requires treatment. 


Detoxification is the first step in the treatment of 
addiction; the ultimate goal is recovery through a 
continuing treatment program. It should be per¬ 
formed in an adequate treatment setting, preferably 
a hospital setting, because convulsions and delirium 
can occur. Symptoms of withdrawal can begin as 
early as 8 hours or as late as 72 hours after the last 
drink. Information useful in the treatment of the 
alcohol withdrawal syndrome is the drinking his¬ 
tory (duration, amount and pattern to ascertain the 
degree of tolerance, and blackouts), the history of 
signs and symptoms of physical dependence, (early 
morning shakiness, nausea, and nightmares relieved 
by drinking), and the manifestations of previous 
withdrawal, particularly DTs and seizures. 61 

The withdrawal syndrome ranges from mild to 
severe. The mild withdrawal syndrome is usually 
self-limited, resembling a hyperadrenergic state. It 
is manifested by anxiety, tremors of hands, dia¬ 
phoresis, tachycardia, systolic hypertension, mild 
nausea, and sleep disturbance. It typically appears 
within 12 to 24 hours after the cessation of drinking, 
and the duration is usually 3 to 4 days. 61 Many of 
these patients require only observation, reassur¬ 
ance, and comfort with little or no medication. When 
in the field, these cases can best be managed in a 
setting that can render supportive care, such as 
hydration, nutrition, rest and sleep, reassurance, 
and orientation. However, for those that have a 
long history of drinking and evidence of depen¬ 
dence, this may be risky because they can easily 
progress in symptomatology and there is more risk 
of complications. 

The severe form of withdrawal, with DTs is character¬ 
ized by a symptom complex of profound confusion, 
disorientation, hallucinations, agitation, and autonomic 
hyperactivity. It appears 3 to 4 days after the cessation of 
drinking and resolves in the next 5 days with adequate 
treatment. The dangers are hyperpyrexia, dehydration, 
and electrolyte imbalance. 36 

The withdrawal syndrome requires prompt treat¬ 
ment and continual close attention to avert compli¬ 
cations. The possibility of simultaneous withdrawal 
from other drugs should always be considered. For 
this reason, serum or urine drug screen as well as 
corroborative information is essential for proper 
management. Besides DTs, the other complications 
are seizures, dementia, and hallucinosis. The amount 
of medications needed to control withdrawal varies 
greatly among patients. Although many sedative- 
hypnotic drugs have been used to treat the with¬ 
drawal syndrome, the long-acting benzodiazepines, 
chlordiazepoxide and diazepam are currently the 
most widely used. 62 These benzodiazepines have 
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the advantage of being cross-tolerant with alcohol, 
and their long half life is usually an advantage. 
Model detoxification procedures are described in 
Exhibit 5-2. 63,64 

The usual detoxification procedure calls for the 
administration of adequate doses of benzodiaz¬ 
epines. For mild to moderate withdrawal, the pa¬ 
tient is initially given 50 to 100 mg of 
chlordiazepoxide or 5 to 10 mg of diazepam by 
mouth or intravenously. Close observation with 
attention to the signs of withdrawal and subjective 
complaints guide the use of additional medica¬ 
tions. 36 Objective findings to monitor are sweating, 
hyperreflexia, tachycardia, confusion, agitation, 
body temperature, and blood pressure. A flow sheet 
monitoring the patient's condition and medications 
given greatly aids in management. The Clinical 
Institute Withdrawal Assessment for Alcohol 
(CIWA-A) is a reliable instrument that is available 
to assess the severity of alcohol withdrawal. 65,66 
Withdrawal symptoms are rated, and the scores are 
helpful in titrating medications. Healthcare work¬ 
ers can be easily taught this scale to assess 
symptomatology and to monitor progress. How¬ 
ever, the clinical evaluation still takes precedence 
over any test or scale in the final analysis of the 
treatment. 

Following the adequate administration of the 
benzodiazepine during the first day or two, subse¬ 
quent doses can be reduced rapidly because of the 
long half life of the drug. Uncomplicated detoxifica¬ 
tion is usually accomplished in 3 to 6 days. 

The most severe type of withdrawal, DTs, re¬ 
quires the closest medical attention. In these cases, 
diazepam intravenously is often used; 10 mg may 
be given initially, followed by 5 mg every 5 minutes 
until a calming effect is achieved. Because diazepam 
and its major active metabolite have very long half 
lives (about 36 hours), additional medication may 
not be required. Persistent hallucinations, delusions, 
and agitation may require neuroleptics. 

The absorption of diazepam in intramuscular 
form is quite unreliable, and therefore, patients 
should be given oral diazepam or chlordiazepoxide 
as soon as they are able to tolerate oral medications. 

Combined treatment involving a benzodiazepine 
and a sympathetic blocking agent, such as clonidine, 
is emerging as a means of enhancing the effects of 
the standard benzodiazepine therapy of alcohol 
withdrawal. 29 Clonidine alleviates the hyperadren- 
ergic state but does not protect against seizures. 

Antipsychotics are not indicated for the treat¬ 
ment of withdrawal unless hallucinations, delu¬ 
sions, or severe agitation persist, in which case they 


should be added to the benzodiazepine. Haloperidol 
is often used for this purpose, but care should be 
taken to prevent extrapyramidal syndromes in¬ 
cluding neuroleptic malignant syndrome. 

Abstinence Syndromes 

Abstinence syndromes include acute alcohol 
withdrawal described above and other symptoms 
that can be protracted. These chronic symptoms 
point to a persistent hyperadrenergic state that may 
last 6 to 12 months. Persistent insomnia, anxiety, 
and depression can contribute to the risk of relapse 
by tempting the patient to seek relief with alcohol. 
Electrophysiological evidence for the existence of 
protracted abstinence in detoxified alcoholics has 
been demonstrated. 39 Alcohol consumption by an 
abstinent alcoholic may elicit withdrawal-like symp¬ 
toms because of persistent latent central nervous 
system hyperexcitability. In some alcoholics with 
persistent hyperadrenergic states, antidepressants 
have proved useful. 67 

Drug Abuse 

Abusers of illegal substances are not tolerated in 
the military and therefore are less often the subjects 
of treatment. However, the military drug and alco¬ 
hol clinics do provide outpatient treatment to the 
lower enlisted personnel for those who abuse sub¬ 
stances other than alcohol. Senior enlisted person¬ 
nel and officers are often processed for separation 
because they have undermined a public trust. 

Withdrawal from amphetamine and cocaine usu¬ 
ally causes some physical distress but is self-lim¬ 
ited. Fife-threatening events are usually associated 
with use including fatal arrhythmias, seizures, and 
cerebrovascular accidents. A drug-free environment, 
symptomatic treatment, and psychological support 
are usually sufficient. However, suicidal depres¬ 
sions and paranoid psychosis may be manifested or 
emerge on withdrawal, requiring vigorous psychi¬ 
atric care. Because of the usual severe underlying 
social and personality disorders encountered in 
drug abusers, treatment is necessarily complex and 
prolonged. A narcotic withdrawal procedure is 
described in Exhibit 5-3. The withdrawal from 
sedatives and hypnotics is very similar to that 
from alcohol, and the same procedure is applied 
with some modification. Exhibit 5-4 describes 
the procedure. 

Withdrawal from cannabis (marijuana, hashish) 
is usually uncomplicated, requiring no medical in¬ 
tervention. Similarly "coming down" from a hallu- 
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EXHIBIT 5-2 

MODEL ALCOHOL WITHDRAWAL PROCEDURE 


I. Purpose: To prevent medical and withdrawal 
complications such as organic brain syndrome, 
vitamin deficiency, neuropathic and 
encephalopathic disease, and aggravation of ex¬ 
isting medical problems. Withdrawal symptoms 
can begin within hours of the last drink but may 
not emerge until up to 7 days. 

II. Medications: All medications, if possible, should 
be given orally to avoid activating psychologi¬ 
cal needs and symbolism of injections. Doses are 
based on the average (70 kg) person. Higher or 
lower amounts should be based on actual physi¬ 
cal status. 

A. Vitamins: Initially it is important to start the 
debilitated patient on parental vitamins (ie, 
thiamine HCL, 1 Berocca parental nutrition) 
immediately on admission to avoid the pos¬ 
sibility of one of the permanent organic brain 
syndromes or peripheral neuropathies. How¬ 
ever, if oral intake is adequate, high doses of 
oral vitamins should be used for the first 
week. After than, an adequate diet should 
suffice. 

1. Berocca parental: 4 ml intramuscular (IM) 
(for 1 or 2 doses). 

2. Vitamin K: 5 to 10 mg IM (for 1 or 2 times 
if prothrombin time is prolonged more 
than 3 seconds beyond the control). 

3. Thiamine HCL: 100 mg IM. Start P.O. 
vitamins as soon as possible. 

4. Ascorbic acid: 500 mg per day. 

5. Pyridoxine HCL: 100 mg per day. 

6. Folic acid: 1 to 5 mg per day x 5 days. 

7. Multiple vitamins: 1 twice per day. 

8. Thiamine: 100 mg 3 times per day. 

B. Tranquilizers: Type should be based on sev¬ 
eral factors of which physician's experience, 
drug, and patient characteristics are of para¬ 
mount importance. These can be used dur¬ 
ing the first few days of detoxification if 
needed. Care should be taken not to overuse 
tranquilizers or other sedatives in the acute 
intoxication phase or with markedly elevated 
alcohol blood levels (eg, 100 to 150 mg/dl or 
above). Benzodiazepines are the drugs of 
choice, but major tranquilizers can be used if 


necessary. If IM benzodiazepines are needed, 
use lorazepam (Ativan). 

1. Diazepam (Valium): Initial loading dose 
of 5 to 20 mg P.O. every 1 hour until 
symptom-free and mildly sedated. Usu¬ 
ally 1 to 3 doses over 6 hours are needed 
but may require up to 12 doses over 48 
hours. Determination of the need for con¬ 
tinue dosing should be made 45 minutes 
after the previous dose. After symptoms 
are controlled, no more is needed be¬ 
cause of its long half life. 

2. Chlordiazepoxide (Librium): Similar to 
diazepam but scheduled especially if less 
sedation is desirable. Doses of 50 to 100 
mg every 1 to 1.5 hours. 

3. Lorazepam (Ativan): 2 to 4 mg IM as 
above if oral medication cannot be toler¬ 
ated or IM medication is required. 1 mg 
of lorazepam is equivalent to about 5 mg 
of diazepam. 

4. Haloperidol (Haldol): 2 to 5 mg oral or 
IM every 4 hours or more often for per¬ 
sistent psychosis. 

5. Diphenhydramine (Benadryl): 25 to 50 
mg IM STAT 2 for EPS, 3 4 5 6 7 8 followed by any 
oral anti-Parkinsonian agent if major tran¬ 
quilizer is utilized and EPS develops. 

6. Other major and minor tranquilizers can 
be used depending on clinical experience. 

C. Sleeping medications: Should be avoided. 
Additional diazepam may be given in some 
cases. 

D. Anticonvulsive medications: Should not be 
used routinely but used only if seizures have 
been a factor in the past. If a severe with¬ 
drawal has resulted in seizure-like activity 
despite diazepam use, the following can be 
used for 7 to 10 days: 

1. Phenytoin (Dilantin): 200 mg IM, then: 

2. Phenytoin: 100 mg, 4 times per day P.O. 
Do not exceed blood levels of 1 to 2 mg/ 
dl therapeutic range. 

3. Note that even with IM dosing, thera¬ 
peutic levels usually take several days. 
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EXHIBIT 5-2 ( continued ) 

MODEL ALCOHOL WITHDRAWAL PROCEDURE 


E. Antihypertensives: Elevated blood pressure 
is common in alcohol withdrawal and may 
revert to normal after detoxification. 
Aldomet, beta-blockers, and calcium chan¬ 
nel blockers may be used for dangerous 
elevations. 

F. Intravenous fluids: Only if severe dehydra¬ 
tion, orthostatic hypotension, hemoconcen- 
tration, vomiting, or debilitation. The rapid 
administration of 1 to 2 liters of balanced 
intravenous fluids with vitamins added, in¬ 
fused over several hours should reduce 
morbidity. 

III. Laboratory Tests: 

A. Within 24 hours or sooner: Initial blood alco¬ 
hol, blood sugar, CBC 1 2 3 4 (to include mean blood 
cell volume, MCV 5 ), urine analysis, (includ¬ 
ing drug screen), liver screen (at least SCOT, 6 7 
SGPT/ LDH, 8 alkaline phosphatase, biliru¬ 
bin, albumin), serology, chest X-ray (poste¬ 
rior, anterior, and lateral). A MCV increase 
may indicate folate deficiency, liver disease, 
or reticulocytosis. 

B. Blood antibodies for human immunodefi¬ 
ciency virus (HIV). 

C. Electoencephalogram and electrocardiogram 
should be done initially only if clinically 
indicated and are best repeated after 7 to 10 
days of return to a fairly normal physiologi¬ 
cal status. 

D. Other tests to consider: electrolytes (sodium, 
potassium, chloride), blood urea nitrogen, 
creatinine, amylase, bromsulphthalein (for 
hepatocellular damage), fasting and 2-hour 


postprandial blood sugar, sputum for cul¬ 
ture, and sensitivity. 

IV. Nursing Care: 

A. Vital signs: 

1. TPR 9 and blood pressure four times per 
day for 3 days, then routine. Pulse and 
blood pressure, supine then after 3 min¬ 
utes standing, for 48 hours, then routine. 

2. Weight: Admission and then 2 or 3 times 
per week. 

B. Diet: Initially patients may need assistance, 
encouragement, and direction in obtaining 
an adequate diet. 

1. Fluids: Large oral intake is necessary be¬ 
cause of various degrees of dehydration. 
Orange juice is a good source of potas¬ 
sium. Supplemental magnesium may be 
needed. 

2. Supplementary feedings, if indicated. 

C. Orientation: Patients should be oriented and 
familiarized to the unit. Orientation and men¬ 
tal status should be checked and noted daily. 


1. HCL—hydrochloride 

2. STAT—immediate 

3. EPS—extrapyramidal symptoms 

4. CBC—complete blood count 

5. MCV—mean corpsular volume 

6. SGOT—serum glutamic oxaloacetic transaminase 

7. SGPT—serum glutamic pyruvic transaminase 

8. LDH—lactic dehydrogenase 

9. TPR—temperature, pulse rate, respiratory rate 


cinogen "trip" usually requires a knowledgeable 
person to "talk down" the patient and prevent him 
from coming to harm. Phencyclidine and atropine¬ 
like poisoning may require more intensive medical 
intervention. 

Case Study 4 

A 34-year-old serviceman with 14 years of active duty 
was brought to the station hospital because he seemed 
“keyed-up” and restless on duty. He claimed to have had 


his last drink 3 days ago. This service member presented 
a history of drinking the past 18 years. He had previously 
experienced blackouts or periods of amnesia after drink¬ 
ing. He was hospitalized twice in the last 10 years for 
alcohol withdrawal symptoms when he was unable to 
obtain alcohol during field exercises. Following the last 
withdrawal episode 6 months ago, he was placed in the 
RTF and was recently returned to duty with follow-up 
treatment at his local ADAPCP. He discontinued disulfiram 
a month ago and started to drink because of work stress. 

On admission, he was placed on the alcohol detoxifica¬ 
tion protocol because he was grossly tremulous and 
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EXHIBIT 5-3 

MODEL SPECIFIC SEDATIVE/HYPNOTIC 
WITHDRAWAL PROCEDURE 

Generally, most of the alcohol standing operat¬ 
ing procedure applies. 

1. Tranquilizer withdrawal: For oral drugs use 
diazepam. If IM needed, use lorazepam; 1 mg 
lorazepam equals 5 mg diazepam. 

a. Loading dose: 10 to 20 mg diazepam or 2 
to 5 mg lorazepam IM. 

b. Maintenance dose: Repeat dose every hour 
over next 6 to 48 hours until symptom- 
free and mildly sedated. Determine next 
dose after 45 minutes of previous dose. 
Once stability is achieved, no further 
diazepam is needed because of its long 
half life. 

2. Barbiturate withdrawal: Check for level of 
tolerance with use of short-acting drug. There¬ 
after, a long-acting drug can be used for with¬ 
drawal. 

a. Test dose: Pentobarbital. 50 to 200 mg 
P.O. every 1/2 to 1 hour over 6-hour pe¬ 
riod to point of intoxication: ataxia, nys¬ 
tagmus, slurred speech. If less than 100 to 
200 mg produces intoxication, then a 
detoxification schedule is not needed. 

b. Stabilization dose: the 6-hour test dose is 
given 4 times per day for the next 1 to 3 
days. Phenobarbital 30 mg can be substi¬ 
tuted for 100 mg pentobarbital and given 
once or twice per day because of its long 
half life. 

c. Withdrawal dose: Decrease 100 mg 
pentobarb or 30 mg phenobarb, or less, 
per day over the next 10 to 20 days. If 
withdrawal symptoms occur, reduce dose 
more slowly. Consider blood and urine 
for barb levels and other drugs. 


diaphoretic. Over the next few hours, he became increas¬ 
ingly confused, agitated, and aggressive. He displayed 
disorientation for time and place, felt that he was in prison, 
and saw “bugs” around the bed. He also felt that he was 
being poisoned. He loudly insisted that he was innocent 
and wished to leave. Following a week of hospitalization 
during which time large doses of benzodiazepine were 
administered along with haloperidol to treat his delirium, 
he recovered from the episode with spotty recollection of 
the events. Because of his poor compliance to treatment 


EXHIBIT 5-4 

MODEL NARCOTIC WITHDRAWAL 
PROCEDURES 

Procedure is the same as for alcohol, except 
administer additional medications to control physi¬ 
cal symptoms. 

1. Narcotic withdrawal: A narcotic antagonist 
will start the withdrawal abruptly or reverse 
an acute overdose. Methadone and clonidine 
can be used to prevent withdrawal symp¬ 
toms although withdrawal by itself is not life- 
threatening. 

a. Acute overdose: Naloxone 0.4 mg IM, in¬ 
travenously or subcutaneously every 5 
minutes until awake. Usually 2 to 3 vials 
are adequate. Note that the short half life 
of naloxone requires repeated dosing. 

b. Initiate withdrawal dose: As above but 
less frequent to produce physical with¬ 
drawal symptoms. 

c. Methadone dose: This long-acting nar¬ 
cotic can be used for withdrawal. 

(1) Initial dose: 15 to 20 mg P.O. 

(2) Withdrawal dose: Repeat dose when 
symptoms return over 24 hours. Re¬ 
duce daily dose by 5 to 10 mg per day. 


and recurrent drinking, he was administratively separated 
from the service. 

Comment: This is not the typical outcome of those 
soldiers enrolled in the RTF. The great majority of them are 
motivated for treatment and respond positively with a suc¬ 
cessful completion of the program (eg, Case Study 3). 
However, there are individuals that are unable or unwilling 
to break through the denial and to confront their disorder. 
Thus, they end up as treatment failures with their conse¬ 
quences. Because there are no means to clearly predict the 
patient’s response to treatment before admission to an RTF, 
the first 2 weeks as an inpatient are critical in terms of 
assessing the potentials for treatment and outcome. Here, 
commanders are involved in the decision of continuing 
treatment or not. In most cases, a failure in treatment in the 
RTF, like a failure of outpatient treatment, leads to an 
administrative separation from the service. 

Case Study 5 

A 28-year-old serviceman with 10 years of active duty 
was referred to the base medical treatment facility when 
his commander noted irritability and an alcoholic breath. 
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Examination indicated the soldier to be intoxicated with a 
BAC of 0.10 mg% of alcohol and mild incoordination. He 
presented a history of drinking since he entered the Army 
at age 18. He had arrived overseas 2 months previously. 
Six years ago, he completed the outpatient program 
following a drinking while intoxicated incident. Knowing 
from past experiences that he had a tendency to lose 
control of his drinking, he generally refrained from alcohol 
use until he arrived overseas. On arrival here, his unstable 
marital relationship collapsed, and he also experienced 
significant job stresses. He succumbed to peer influences 
as in the past, and soon he was consuming alcohol several 
times a week. He unsuccessfully attempted to decrease his 
drinking. Recently, he had experienced blackouts. 

The service member was placed under observation. 
Over the following 24 hours he became increasingly 
tremulous and agitated. He also displayed tachycardia, 
sweating, mild blood pressure elevation, and nausea. 


Medications were given, and his condition was monitored 
for the next few days. He recovered uneventfully. On the 
recommendation of the medical officer, he was enrolled in 
the RTF (Track III) by his commander because he had 
been a “good performer” until recently. He complied with 
the program requirements, elected to take disulfiram, and 
appropriately confronted his long-standing substance dis¬ 
order. He regularly attended the AA meetings and dis¬ 
played a definite motivation toward rehabilitation. On 
the successful completion of the inpatient phase, he 
returned to duty and continued treatment as an outpatient. 
Follow-up 8 months later indicated that the soldier was 
doing well on duty and had remained abstinent. 

Comment: Some soldiers with 8 to 15 years of active 
service turn to alcohol or drugs in the midst of personal or 
career crises. The above case exemplifies the 
commander’s concern for his soldier and the therapist’s 
attentiveness to the patient’s life circumstances. 


TREATMENT MODALITIES 


Counseling 

Therapeutic groups and group therapy are the 
principal treatment modalities for alcoholism. Indi¬ 
vidual counseling is of limited use in a disease that 
is best treated by peer group support and group 
counseling. 68 When individual sessions are used, it 
is to provide the initial support, confrontation, ven¬ 
tilation, and resolution of the immediate crisis. These 
sessions are basically used to prepare the individual 
for group counseling and AA. In both types of coun¬ 
seling, the here-and-now approach is utilized with the 
focus on abstinence. Exploration as to reasons for 
drinking are avoided. The counseling is done in a 
supportive confrontational manner, especially in deal¬ 
ing with the strong denial of the patients. 

The peer group provides the extremely neces¬ 
sary support and a system of dealing with anxiety, 
isolation, loneliness, anger, and rejections. These 
therapeutic groups serve as a place for patients to 
learn about alcoholism, benefit from fellow pa¬ 
tients in different stages of recovery, and obtain help 
from members for specific problems. 

Alcoholics Anonymous and Other Self-Help 
Groups 

Founded more than 50 years ago by two men 
seeking a means to remain abstinent, A A has con¬ 
tinued to be the most potent of all resources to help 
those with alcoholism. It is considered a bona fide 
treatment modality by the military and is used 
extensively by both outpatient and inpatient pro¬ 
grams. AA is the organization that a soldier must 


largely depend on for his continued recovery. Its 
basic beliefs are embodied in the well-known 12 

steps. 69 

The A A program is a spiritual way of life without 
any creed or dogma. It is compatible with any pro¬ 
gram of recovery and is a vital adjunct to the man¬ 
agement of alcoholism. AA has always viewed alco¬ 
holism as a disease and has considered abstinence 
as the only realistic goal. It teaches its members to 
resist the strong internal and external pressures to 
drink by living one day at a time. For many years 
before the establishment of any military treatment 
program, AA was the only source of "treatment" 
available. Soldiers who were motivated and who 
participated seemed to obtain the help that they 
sought. 

Alcoholism is a lifelong disorder; therefore, for 
continued support and recovery, the individual 
should become dependent on the AA program rather 
than any particular individual or agent. AA groups 
provide hope, a social network to remain abstinent, 
a crisis response system, and a worldwide organi¬ 
zation with many members and local branches. For 
many, the missing of AA meetings usually leads to 
a relapse. 

Conceptualized in a similar manner, NA is cur¬ 
rently available for those that abuse or are depen¬ 
dent on other substances. Al-Anon and Alateen 
work in conjunction with AA to assist family mem¬ 
bers of those with alcoholism to help themselves 
and their addicted member by providing educa¬ 
tion, support, and needed interventions. A rela¬ 
tively new organization. Adult Children of Alco¬ 
holics (ACOA), is helpful for those whose parents 
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had alcoholism. For those who are atheists or who 
eschew a dependent role, a new organization based 
on Ellis' Rational Emotive Therapy and cognitive 
therapy is emerging. These groups supply peer 
support similar to AA. 

Disulfiram 

No medication by itself should be considered the 
treatment for alcoholism. There are medications, 
however, that can serve as adjuncts to treatment. 
Disulfiram (Antabuse) is one that is used exten¬ 
sively in the recovery programs of both outpatients 
and inpatients with good success. 70 In military treat¬ 
ment centers, although encouraged, it is not made a 
requirement. It is only prescribed with the patients's 
full knowledge and consent. Offered to help one 
resist the impulse to drink, it is compatible with 
other forms of alcoholism treatment. Although short¬ 
term use of disulfiram should be the intent while 
the person solidifies his recovery program, this 
medication has been used for 1 year or more in those 
that have required this support. 

Disulfiram should not be used in those with 
significant liver disease or those that are unable to 
stop the use of alcohol. Other methods should be 
utilized to encourage abstinence. Before prescrib¬ 
ing disulfiram, the physician should review its pre¬ 
cautions, contraindications, and drug interactions. 

Disulfiram works by blocking the enzyme alde¬ 
hyde dehydrogenase, which is necessary for the 
breakdown of acetaldehyde. On ingestion, alcohol 
is metabolized in the liver to acetaldehyde. 
Disulfiram causes the accumulation of acetalde¬ 
hyde, which produces the "alcohol-Antabuse reac¬ 
tion." This reaction is manifested by nausea, flush¬ 
ing, dysphoria, dyspnea, hypertension, headache, 
and sometimes emesis and syncope. In rare in¬ 
stances in which the individual has cardiovascular 
or cerebrovascular disease, heart failure, stroke, 
and death are possible. Very rarely disulfiram may 
produce an acute brain syndrome mimicking in¬ 
toxication. This occurs in about one in 1,000 patients 
and usually on higher doses (500 mg). 70 It is fully 
reversible with discontinuance of disulfiram. Care¬ 
ful monitoring of patients on disulfiram is essential 
because it is not an innocuous drug. 

Patients starting disulfiram need to be free of 
alcohol for at least 1 full day. The usual procedure 
is to prescribe a loading dose of 500 mg for a few 
days and then a daily maintenance dose of 250 mg. 
Because taking alcohol in any form may cause a 
reaction, before starting this medication, patients 


need to be instructed on the foods and products 
containing alcohol. Medication in elixir form should 
be avoided unless it specifically is labelled nonalco¬ 
holic. Sensitive persons may react to aftershave 
lotion, mouthwashes, or external agents containing 
alcohol usually through inhalation. Because 
disulfiram accumulates in the body, patients may 
have some reaction to alcohol up to 2 to 3 weeks 
after the last dosage if they resume drinking. Be¬ 
cause some complain of drowsiness after taking 
disulfiram, the dosage can be taken before sleep 
rather than during the day. Other minor complaints 
are of a metallic or garlic taste in the mouth and 
mild indigestion. The former disappears in a week 
or so, and the latter can be controlled by taking 
disulfiram with food. For those allergic to disulfiram, 
metronidazole (Flagyl) is an alternative medication 
that also blocks aldehyde dehydrogenase. 
Metronidazole and disulfiram should not be taken 
together. 

Psychiatric Comorbidity 

A variety of clinically significant psychiatric dis¬ 
orders can coexist with alcohol dependence. These 
disorders confer a poorer prognosis in treatment 
and modification of treatment with additional 
psychotherapeutic approaches, and pharmacologic 
agents may be necessary. To diagnose and treat 
these disorders, it is essential that these soldiers are 
also seen at the local mental health facility or by the 
division psychiatrist. Depression is the most com¬ 
mon associated mental disorder among those with 
alcoholism. Depressive symptoms commonly seen 
in alcohol withdrawal frequently remit spontane¬ 
ously with time. For depression that persists be¬ 
yond the period of acute withdrawal, a tricyclic 
antidepressant or heterocyclic antidepressant is the 
usual drug of choice. These medications are usually 
appropriate for chronic anxiety and panic attacks of 
the hyperadrenergic state also. 

Because comorbid disorders contribute to the 
deficient behavior and functioning of one with alco¬ 
holism, the treatment of concomitant pathology is 
essential. Psychotropic medications may be indi¬ 
cated to treat the negative states that contribute to 
relapse. 38 These medications include antidepres¬ 
sants, lithium, antipsychotics, and antianxiety 
agents. It is necessary to assess the response and 
continued indications in follow-up. The 
antianxiety agent of choice is buspirone because 
it is not addictive and does not increase alcohol 
brain depression. 
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PREVENTION AND CONTROL 


Current Data 

The efforts since 1971 in decreasing substance abuse 
among military personnel have resulted in significant 
gains in the 1980s. Worldwide studies 18 during the 
past 10 years have indicated a general decline in both 
drug and alcohol use. However, the reduction in drug 
use has been much more substantial than has alcohol 
reduction. 17 "Drug use among military personnel de¬ 
clined dramatically between 1980 and 1988 and is now 
the lowest since the survey series began. The declines 
are probably partially related to similar declines among 
civilians, but they also demonstrate the continuing 
effectiveness of military efforts to eliminate drug use 
among military personnel." 26(pxix) 

Although the abuse of psychoactive drugs may 
have been significantly curtailed by the current 
military preventive and control measures, 26 alco¬ 
hol, by its availability and widespread use, contin¬ 
ues to create a problem among its users. "In 1988, 
about 83 percent of military personnel were current 
drinkers, with about two thirds being moderate to 
heavy drinkers and 8.2 percent being heavy 
drinkers." 26(pl3) "Drinking levels are positively re¬ 
lated to serious consequences. Heavy drinkers ex¬ 
perience the most consequences." 26(p35) 

Recent epidemiological studies indicate an in¬ 
creasing consumption of alcohol in the general popu¬ 
lation, and the prevalence of alcoholism seems to be 
increasing as well. In those that are susceptible, the 
risk of alcoholism is greater, with the age of onset 
being earlier than in the past. 28 This phenomenon 
would impact on the military services in a signifi¬ 
cant manner because the bulk of the service mem¬ 
bers are young people. 

In the military services, current alcohol and drug 
use seems to be concentrated among the younger, 
less-educated, unmarried, junior and midcareer 
enlisted personnel. 71 It has also been noted that 
"alcohol-related serious consequences, productiv¬ 
ity loss, and alcohol dependence are substantially 
higher among El to E3 pay grades; for any negative 
effects and alcohol dependence, rates for El to E3s are 
almost twice as high as E4s to E6s and for productivity 
loss, about 10 percentage points higher ," 26<p33) It seems 
essential that the current programs be continued to 
maintain the gains of recent years. 

Biochemical Testing 

Random urinalysis for substances has been im¬ 
portant not only to identify abusers as early as 


possible, but also to serve as a deterrent to the use of 
substances by troops. The techniques of biochemi¬ 
cal analysis as well as the administrative proce¬ 
dures in running a secure testing program have 
been significantly refined to minimize false-posi- 
tives. A urine positive rate up to 2% has been con¬ 
sidered acceptable within the troop population as 
evidence of adequate surveillance and control. A 
rate higher than this would be of some concern as to 
the adequacy of control measures. Identification of 
drug abusers as early as possible is considered impor¬ 
tant to not only restrain their own drug use, but to 
curtail the spread of drug use to others in the unit. 72 

Only results reported from the large certified 
laboratories can be counted on as legal evidence; 
any testing done in the field is still considered 
inaccurate. For purposes of assessment and treat¬ 
ment, these field test results may be useful but 
not beyond that. Likewise, breathalyzers are very 
useful in the field for the determination of alco¬ 
hol in the blood, but their use is limited to medi¬ 
cal management. Recently, drug testing has in¬ 
cluded cannabis, cocaine, phencyclidine (PCP), 
opiates, and amphetamines where use of these 
substances is suspected. The presence of 
medicinals, such as opiates and amphetamines, 
on urine drug screens create special problems; 
therefore, written procedures are available to the 
physician (medical review officer) in evaluating 
these cases. 

Education 

In any preventive program, education remains 
the key, and this cannot be overemphasized in the 
area of substance abuse. Disciplinary action and 
treatment are means of dealing with abusers of 
substances, but primary prevention depends on the 
educational efforts promoted by command. A vari¬ 
ety of means are available to command to do this. 
Alcohol and drug preventive educational sessions 
are usually included during annual training with 
support from the installation Alcohol and Drug 
Counseling Center. 

Deglamorization of Alcohol 

Deglamorization appears to have done its part 
in the reduction of alcohol use and abuse in recent 
years. Military social activities no longer 
emphasize drinking, and even penalties are 
awarded in situations in which drinking is 
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promoted. The health promotion efforts of the 
DoD definitely seem to have a positive impact on 
the current attitude toward alcohol and drug use 
not only in the workplace, but also at all other 
times. 

In addition, the driving while intoxicated pro¬ 
gram, with commanders being notified and be¬ 


ing involved in some administrative action, ap¬ 
pears to serve as a positive deterrent. Because 
prevention and control are a command responsi¬ 
bility, commanders should be familiar with the 
administrative and medical resources at hand to 
accomplish the mission of maintaining the unit's 
health and readiness. 


OPERATIONAL CONSIDERATIONS 


The Combat Medical Provider's Tasks 

Substance abuse disorders have a special interest 
to military medicine and, in particular, to those in 
the combat environment. The unique problem for 
the combat care provider is that while he can expect 
to deal with the consequences of abuse, he must 
improvise a solution without the familiar structure 
of the employee assistance model that is commonly 
available throughout the DoD in peacetime. Given 
the elevated base rates for substance misuse under 
conditions of excessive combat stress, before reach¬ 
ing a diagnosis of substance dependence, he must 
guard his index of suspicion by avoiding criteria 
based on amounts consumed. The problem is that 
the threshold of abuse (as defined chiefly by con¬ 
sumption level) may rise above the norms to which 
the clinician is accustomed. Moreover, his clinical 
objectives are defined by the short-term focus of 
manpower conservation to return the patient to 
duty, rather than the long-term goal of occupational 
rehabilitation. His immediate concerns are detoxi¬ 
fication and observation for acute withdrawal 
syndromes, with less attention given to the 
soldier's rehabilitation. 

Three predictions appear likely: first, the combat 
clinician will treat an increased number of overuse 
cases than he would typically encounter in peace¬ 
time practice; second, there will be no greater inci¬ 
dence of substance dependence disorders than nor¬ 
mally occurs (3 to 5% in the military population); 26 
and third, dependence disorders will be more diffi¬ 
cult to confirm because of increased consumption 
and the pressures to return expeditiously as many 
patients as possible to duty. That is, the sensitivity 
and specificity of his clinical decisions will be mark¬ 
edly affected by the aberrant consumption patterns 
of wartime. 

Limiting Interference 

This presents the greatest clinical dilemma: it is 
no less important to obtain correct and timely treat¬ 


ment of the alcoholic or drug-dependent soldier 
during wartime, regardless of the difficulty in de¬ 
tection. In the midst of interference created by in¬ 
creased consumption of alcohol and adventitious 
use of illicit substances, how can the clinician im¬ 
prove his ability to identify the patient who should 
receive a definitive rehabilitation for a substance 
dependence disorder? The answer—he must em¬ 
phasize command consultation with the goal of 
encouraging the primary prevention of substance 
use through command policies that deglamorize 
excessive alcohol consumption and assist abstinence 
from illicit drugs through detection and adminis¬ 
trative sanctions (to include judicial avenues). 

Recognizing that the exaggerated consumption 
he observes is symptomatic of the stressful environ¬ 
ment, he may assist the commander to lower the 
stress by facilitating increased cohesion, communi¬ 
cation, and group support to dissipate some of the 
excess tension. Finally, he can make the commander 
aware that he may have the strongest influence over 
excessive consumption because key factors to ex¬ 
cessive use are social pressure to drink and inex¬ 
pensive alcoholic beverages. In fact, social pressure 
and inexpensive access may explain two-thirds of 
the difference between various occupational groups 
considered at high risk for drinking problems. 20 

Setting The Stage For Rehabilitation 

In a combat environment, the clinician should 
not anticipate that he will have the luxury of send¬ 
ing many (if any) with chronic alcoholism away for 
rehabilitation. Most of his efficacy must be directed 
toward the acute condition and his clinical role in 
setting the stage for later definitive treatment. He 
can do this in several ways. First, he can provide the 
patient with an unequivocal diagnosis of substance 
abuse when the facts support it. Not uncommonly, 
a patient has been released after detoxification with¬ 
out a frank discussion between doctor and patient 
about his alcoholism. The cofounder of the Navy's 
rehabilitation system received no less than seven 
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postretirement hospitalizations before anyone men¬ 
tioned the connection between the detoxification 
and substance abuse. 73-74 In addition, one must docu¬ 


ment all the facts as they are revealed in the history 
so that future providers can follow a trend. This sets 
the stage for later intervention. 


SUMMARY AND CONCLUSION 


Among newly inducted young service members, 
there usually is an increased use of a substance, 
namely alcohol, in the new military setting. This 
may be to alleviate the anxiety of being in a stressful 
situation as well as exercising the new found free¬ 
dom away from home. In addition, illicit drug use 
that may be associated with alcohol use can emerge. 

Because the experiment with Prohibition was a 
failure, alcohol will always be with us. Thus, there 
will always be service members who will develop 
abuse and dependence disorders. Likewise, drugs 
of whatever nature, such as cannabis, phencyclidine, 
cocaine, amphetamines, opiates, or designer drugs, 
will periodically emerge to threaten and undermine 
the health and readiness of troops. 

Since 1971, the military services, with their re¬ 
solve to deal with substance abuse among their 


ranks with intensive programs of prevention, con¬ 
trol, and treatment, have been rewarded with al¬ 
most a total eradication of illegal drug use and a 
decreasing alcohol consumption. The command- 
centered substance abuse program with support 
from the medical services has been highly success¬ 
ful. The continued success of the substance abuse 
program will depend on the viability of the existing 
structure and relationship with command. 

Whether in peace or in war, substance abuse is a 
problem that requires monitoring and surveillance. 
In addition, substance abuse cannot be separated 
into a command or a medical problem. Because the 
emergence and the maintenance of substance abuse 
are multidetermined, like any behavior, the man¬ 
agement and disposition are highly complex and 
require both administrative and medical elements. 
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INTRODUCTION: VIOLENT DEATH 


Violent death is a historic by-product of the pro¬ 
fession of arms. Killing the opponent's soldiers is 
not the goal of warfare in and of itself, although 
inflicting casualties on the enemy is one means of 
achieving the purpose of war. The objective of com¬ 
bat is to reduce the enemy's ability to wage war and 
thereby hasten the defeat of his political leadership. 
Within the military, the job of inflicting casualties is 
limited to certain specialties; the remainder of the 
military organization provides support. Even 
though the proportion of combat to support person¬ 
nel (the tooth-to-tail ratio) is quite large in favor of 
the latter, all members of the military learn to kill 
when they go through basic training, which teaches 
them basic combat skills and military discipline. 

Killing in the military context is bounded by law, 
treaty, and custom as to time, place, method, and 
who may be properly targeted as victims. Killing is 
neither arbitrary nor capricious, and those who 
would make it so within the military are commonly 
regarded with disdain by professional soldiers. 


Murder and suicide are both clearly outside the 
realm of acceptable military conduct; and although 
they occur with relative infrequency in the military, 
each is a significant social problem in its own right. 
The death of a military member because of homi¬ 
cide or suicide is a tragic personal loss. The victims 
are denied the richness of a full life; their imme¬ 
diate survivors inherit a bitter residual of shame, 
anger, guilt, and confusion; and the military loses 
the productivity of their labor. These deaths are 
also disruptive to the military in other ways be¬ 
cause of the impact they have on morale. Finally, 
these deaths leave friends and coworkers con¬ 
fused and upset. Violent nonaccidental deaths 
are also expensive. The direct cost of death ben¬ 
efits and the loss of investment and the cost of 
replacement make these deaths much more than 
personal tragedies. This chapter addresses some 
features of murder and suicide as they occur 
within the military and explores their respective 
dynamics. 


HOMICIDE 


Taking another person's life is arguably the most 
ancient of crimes. The earliest Judeo-Christian ref¬ 
erence to homicide is probably the biblical reference 
to the death of Abel by Cain in the first book of the 
Old Testament (Genesis IV:8). The killing of an¬ 
other has historically been a major crime and an 
inherent wrong in and of itself. There are, however, 
different kinds of killing, and homicide is a generic 
term that encompasses a wide range of behaviors, 
not all of which are unlawful. 

The evolution of law is a slow process that re¬ 
flects emerging sociocultural change. Religion has 
played a prominent role in shaping behavioral re¬ 
straints. The Old Testament "eye for an eye" re¬ 
sponse was softened considerably by the "turn the 
other cheek" New Testament advice. Legal think¬ 
ing sanctioned this humane approach by defining 
criminal behavior as requiring two elements. The 
actus rea and the mens rea are the historical vestiges 
of religion modifying the prosecution of criminal 
acts. The actus rea refers to the physical components 
of a crime, while the mens rea involves the emotional 
state of the perpetrator. Varying degrees of moral 
culpability are assigned based on the nature of the 


perpetrator's mental state. A cold, calculated homi¬ 
cide will ensure a greater social penalty than an 
accidental, negligent death. Consideration of the 
mens rea in criminal prosecutions is responsible for 
the introduction of mental health professionals into 
the courtroom. 

According to the Centers for Disease Control 
(CDC), 1 in 1983, homicide was the 11th leading 
cause of death in the United States; however, that 
ranking varied by race and age. It was the fifth 
leading cause of death among blacks (but the lead¬ 
ing cause of death among black males ages 15 to 34 
years). Homicide was the 14th leading cause of 
death among whites. 1 The CDC has identified a 
number of common patterns in civilian homicides 
as follows: 

• Males are more likely to be homicide vic¬ 
tims than females. 

• Homicide rates are highest among young 
adults (with the highest rates among those 
between 20 and 34 years of age). 

• Most homicide victims are killed by fire¬ 
arms (most of which are handguns). 
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• More than one-half of all homicide victims 
are killed in the course of an argument or 
some other nonfelony circumstance, and 
only a small proportion are killed by assail¬ 
ants perpetrating another crime. 

• One-half of all homicide victims know their 
killers. 

• A greater proportion of female homicide 
victims are killed by family members than 
male homicide victims; conversely, a greater 
proportion of male than female homicide 
victims were killed by acquaintances or 
strangers. 

• Homicide rates are highest in the West. 

The most recent law enforcement data on homi¬ 
cide are contained in the Federal Bureau of 
Investigation's (FBI's) Uniform Crime Reports (UCR), 2 
which reports that in 1991, the total number of 
murders in the United States was estimated at 24,703, 
or 1% of all reported violent crimes. Not only was 
the number of murders in 1991 high, it rose 4.3% 
over 1990 and was 8% higher than the 1982 rate. 
According to the FBI, the overall murder rate in 
1990 was 9.8 per 100,000 population (in metropoli¬ 
tan areas it was 11 per 100,000). In 1992, there were 
15,377 reported murders involving a firearm. From 
1987 through 1992, the number of firearm-related 
criminal acts increased by 55%. Each year, about 
40,000 new firearm reports are added to the previ¬ 
ous year's total. 3 UCR data consistently support the 
CDC findings. For example, in 1990, about 78% of 
the murder victims were males, and 90% were 18 
years of age or older. Almost one-half of the murder 
victims were black. 

Under the Uniform Code of Military Justice, crimi¬ 
nal homicides fall into two broad categories: mur¬ 
ders and manslaughters, which differ in several 
ways. Murder, under military law, takes place when 
a member "unlawfully kills a human being when he 
(1) has a premeditated design to kill; (2) intends to 
kill or inflict great bodily harm; or, (3) is engaged in 
the perpetration or attempted perpetration of bur¬ 
glary, sodomy, rape, robbery, or aggravated 
assault." 4(p71) A voluntary manslaughter, on the other 
hand, is committed when a military member "with 
an intent to kill or inflict great bodily harm, unlaw¬ 
fully kills a human being in the heat of passion 
caused by adequate provocation." 4(p74) An involun¬ 
tary manslaughter occurs when a military member, 
without intent to kill or inflict great bodily harm, 
"unlawfully kills a human being (1) by culpable 
negligence or (2) while perpetrating or attempting 


to perpetrate an offense other than a burglary, sod¬ 
omy, rape, robbery, or aggravated arson." 4(p74) 

The difference between murder and manslaugh¬ 
ter lies in intent and circumstances. In assessing the 
moral culpability of an accused service member, the 
mental state of the perpetrator is considered. The 
jury (or panel of members in the military) is given 
specific instructions by the judge. This legal guid¬ 
ance helps the jury evaluate and weigh the testi¬ 
mony. When one looks at legal distinctions (which 
are many and complicated), it is easy to overlook 
the fact that most murders and manslaughters are 
also human dramas that have antecedent condi¬ 
tions and personal outcomes. Because military mem¬ 
bers have the same vices, passions, weaknesses, and 
foibles as their civilian counterparts, it should come 
as no surprise that some of them also commit mur¬ 
der and manslaughter. The question then becomes 
whether or not the military context either abets this 
process or diminishes its likelihood. Unfortunately, 
there are little systematic data on homicides within 
the military. 

The military community encompasses several 
features associated with high-risk homicide 
victimology: it is composed primarily of young 
adult males, nearly all of whom have been trained 
in the use of firearms. The military (particularly the 
army) also has a significant minority population. 
However, the military is not a random sample of the 
civilian population. Those who enter the military 
are screened for physical and mental fitness. They 
must also meet minimum education requirements, 
have no significant criminal record, and success¬ 
fully complete basic training. In other words, the 
military is a selective environment, and to an unde¬ 
termined extent, it probably screens out many who 
would be at high risk as either homicide victims or 
offenders. 

The information that follows, including the case 
studies, is based on the Headquarters, U.S. Depart¬ 
ment of the Air Force Office of Special Investiga¬ 
tions ongoing analysis of all known homicides in¬ 
volving active duty members of the U.S. Air Force 
between January 1, 1981, and December 31, 1991. 
This chapter provides the preliminary disclosure 
and publication of these statistics. The U.S. Air 
Force may or may not be representative of the other 
armed forces, but these finding at least suggest the 
broad nature of homicides within the military. A 
word of caution is in order. Although the identifica¬ 
tion of active duty military homicide victims is 
simple, information on military offenders is much 
more problematic. It is easier to count homicide 
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victims than those who killed them simply because 
not all homicides are detected and not all logical 
suspects are identified. Although the data on mili¬ 
tary offenders are valid, they are probably not ex¬ 
haustive and must therefore be regarded as repre¬ 
sentative rather than definitive. 

Active Duty Victims 

Although the air force homicide victims fell into 
discrete categories based on legal definitions, a 
precautionary note is in order. Crimes are both 
factual and legal events, and the two are not always 
the same. For example, in reality, a given homicide 
might actually be a murder but as a matter of 
prosecutorial convenience be defined by legal au¬ 
thorities as a manslaughter. The air force homicides 
in this chapter were classed according to their fac¬ 
tual nature although they may have subsequently 
been adjudicated "downward" as something else. 

The largest proportion of the homicides were 
murders, of which 82 (or 70%) were intentional 
(Table 6-1). The motives for these murders varied; 
some cases are hard to fathom, while others seem 
painfully ordinary. For example: 

Case Study 1 

A 26-year-old civilian went to the residence of a 22- 
year-old single male E-4 to smoke some marijuana. 
When the E-4 refused to let him in, the civilian set the 
house on fire, killing the E-4. 

Case Study 2 

A 21 -year-old single male E-3 was employed off-duty 
as a part-time clerk in a convenience store. Two males 
entered one evening and robbed the store. As the E-3 ran 
after them with a baseball bat, one of the robbers turned 
and fatally shot him in the chest with a .357 revolver. 

Case Study 3 

A 21-year-old single male E-3 was living in a trailer 
with his girlfriend, the daughter of a retired military mem¬ 
ber. Another resident of the trailer park entered their home 
one evening and after tying up the E-3, raped his girl¬ 
friend. He then forced the girlfriend to watch him while he 
shot the E-3 in the forehead, and then he killed her as 
well. The offender was the son of a retired military mem¬ 
ber and was also suspected of killing five other people. He 
was sentenced to death. 

Nationally, 43% of stranger killings are associ¬ 
ated with another crime (usually a robbery). The 
proportion of military murder victims associated 


with other crimes was considerably lower: 18%. 2 
The low number of robberies involving military 
victims probably stems from the fact that military 
facilities are seldom robbed and relatively few mili¬ 
tary members work off-duty, especially in the kinds 
of places likely to be robbed. The other category of 
crime in which a military member is most likely to 
be a homicide victim is rape, but only 9% of the 
military murder victims were killed during the 
course of a rape (4 of the 11 victims were killed 
during the course of a homosexual rape). 

In general, aggravated assault and homicide are 
similar in many respects, and many homicides are 
actually "overly successful" assaults. This was 
clearly the case in many of the military manslaugh¬ 
ters. Although they represent a diverse category of 
violent events, there is a painful consistency 
among them, as the following cases illustrate: 

Case Study 4 

A 30-year-old married male E-5 got into an argument 
in a bar with another patron over a woman. As the 
argument escalated, the E-5 hit the patron over the head 
with a beer bottle and then pushed him head-first into the 


TABLE 6-1 

ACTIVE DUTY AIR FORCE HOMICIDE 
VICTIMS (1981-1991) BY CATEGORY OF 
INCIDENT 


Category 


Number 

(%) 

Justifiable Homicide 



3 

(2) 

Manslaughter 



74 

(38) 

Vehicular 


12 



Involuntary 


9 



Voluntary 


53 



Murder 



117 

(60) 

Murder 


68 



Murder/Suicide 


10 



Murder (Terrorist) 


4 



Felony Murder 


35 



Arson 

3 




Rape—Heterosexual 

7 




Rape—Homosexual 

4 




Robbery 

21 




Unknown 



1 


Total 



195 

(100) 
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bar. The patron became enraged, pulled out a pistol, and 
shot the E-5. 

Case Study 5 

After a 39-year-old married male E-5 assaulted his 
wife, she retreated into her bedroom with their children 
and locked the door. When the E-5 broke the door down, 
she shot him in the chest with a .22 rifle. 

The average age of military homicide victims 
was 27 years (which is 6 years lower than the na¬ 
tional average for homicide victims); however, av¬ 
erages can be misleading. The lower average age for 
military victims is probably attributable to the age 
distribution of the active duty population. As mili¬ 
tary members reach their early- to midthirties, their 
numbers diminish rapidly. Among the military 
homicide victims, a slightly higher proportion was 
married than single. The marital status of the victims 
is shown in Table 6-2. 

The relationship between the victim and the of¬ 
fender is a critical component in the homicide equa¬ 
tion, and Table 6-3 outlines the victim-offender 
relationships in homicides involving active duty 
victims. In their study of 508 Detroit homicides, 
Daly and Wilson 5 found that 25% were committed 
by relatives, a finding virtually duplicated in the 
military sample. However, Daly and Wilson further 
distinguished between genealogical (blood) rela¬ 
tives and affinal (marital) relationships and found 
that 6.3% of the Detroit homicides involved blood 
relatives. Among the military victims, 4% were blood 
relatives. Both findings are consistent with those of 


TABLE 6-2 

ACTIVE DUTY AIR FORCE HOMICIDE 
VICTIMS (1981-1991) BY MARITAL 
STATUS OF VICTIM 


Status Males Females Total (%) 


Single 

74 

10 

84 

(43) 

Married 

78 

21 

99 

(51) 

Separated 

6 

5 



Not Separated 

72 

16 



Divorced 

9 

3 

12 

(6) 

Total 

161 

34 

195 

(100) 


Wolfgang, 6 whose analysis of homicides in Phila¬ 
delphia between 1948 and 1952 revealed that 136 of 
the 550 (25%) people killed by known assailants 
were the victims of relatives. 

Daly and Wilson's 5 study of homicides in Detroit 
found that cohabitants who were not blood rela¬ 
tives of the killer were 11 times more likely to be 
killed than cohabitants who were related by blood 
and that the principal victims were spouses. This 
finding is confirmed in the U.S. Air Force homicide 
study, in which 82.6% of the relatives killed were 
spouses. It is worth noting that among the military 
victims, 24 wives killed their military husbands, 
accounting for over one-half of the homicides by 
relatives. Women who kill their husbands in society 
as a whole generally argue that the act was in self- 
defense against abusive husbands who are threat¬ 
ening either them or their children. The following 
cases illustrate this point: 


TABLE 6-3 

ACTIVE DUTY AIR FORCE HOMICIDE 
VICTIMS (1981-1991) VICTIM-OFFENDER 
RELATIONSHIP 


Victim-Offender 


Number 

(%) 

Relatives 


46 

(24) 

Child vs Parent 

4 



Husband vs Wife 

14 



Wife vs Husband 

24 



Other Relative 

4 



Intimates 


19 

(10) 

Ex-Husband 

1 



Ex-Wife 

1 



Lovers 

17 



Acquaintances 


77 

(39) 

Acquaintance 

12 



Coworker 

21 



Date 

1 



Friend 

19 



Roommate 

2 



Sex-Related 

16 



Drug-Related 

6 



Strangers 


52 

(27) 

Unknown 


1 

— 

Total 


195 

(100) 
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Case Study 6 

A 33-year-old married (but separated) male E-6 was in 
his car with his estranged wife (whom he had physically 
assaulted in the past). As they were discussing their future 
plans, he became angry and assaulted her. After threaten¬ 
ing to kill her, he reached for a gun under the seat, but she 
pulled hers out of her purse first and shot him four times. 

Case Study 7 

A 38-year-old married male E-6 had a history of spouse 
abuse and sexual abuse of his children (in one instance he 
attempted to drown the female companion of his daughter 
after she rejected his sexual overtures). He got into a 
heated argument with his wife during which he told her 
that he was going to kill her. As he went to get his pistol, 
she grabbed a .22 rifle and shot him instead. 

An important part of the relationship between 
these victims and their offenders is their connection 
with the military. Slightly more than one-half of the 
victims (108 or 55%) were killed by civilians who 
had no affiliation with the military. Of the remain¬ 
der, 32 (or 16%) were killed by their own family 
members, and 49 (or 25%) were killed by other 
active duty military members. One victim was killed 
by a retired military member, and in five cases, the 
affiliation of the killer was not determined. Overall, 
42% of the victims were killed by individuals hav¬ 
ing some affiliation with the military community. 
In addition, 164 (or 84%) of the military homicide 
victims were killed off their military reservations 
and outside the military context. It stands to reason 
that the killings committed by civilians would take 


place offbase, and because many of the remainder 
arose from interpersonal transactions, it was likely 
that they would also take place offbase (but usually 
in or near the victim's residence). Not surprisingly, 
56 (or 29%) of the killings were sex-related in some 
way. The majority of the sex-related cases (41 or 
73%) involved heterosexual events, and 13 (or 23%) 
involved homosexual episodes. The age-gender re¬ 
lationship between the victims and their killers is 
shown in Table 6-4. 

Table 6-5 shows the distribution of military vic¬ 
tims by their grade. The vast majority (182 or 93%) 
were enlisted personnel, with the highest propor¬ 
tion (71 %) falling between the grades of E-3 and E- 
5 (corresponding to the 66% of the air force enlisted 
personnel in grades E-3 to E-5). It is noteworthy 
that among the officer victims, all 13 were in the 
bottom-three commissioned grades: second lieu¬ 
tenant (0-1) through captain (0-3). These three 
grades have 63% of the air force officers. 

The majority (161 or 83%) of the victims were 
males, of which 114 (71%) were white and 46 (29%) 
black. The proportion of military victims who were 
male is slightly higher than for the civilian U.S. 
population (78%), but that finding may be attrib¬ 
uted to the larger proportion of males in the mili¬ 
tary. The proportion of victims who were black, 
however, is significantly lower than for the civilian 
U.S. population (49%). This finding is probably due 
to several factors. First, many of the black-on-black 
homicides in the civilian sector arise from drug- 
related events, and there is a relative scarcity of 
drug-related killings in the military. Second, many 


TABLE 6-4 

ACTIVE DUTY AIR FORCE HOMICIDE 
VICTIMS (1981-1991) BY AGE/GENDER 
RELATIONSHIP BETWEEN OFFENDER AND 
VICTIM 


Offender/Victim 

Number 

Adult Female vs Adult Female 

2 

Adult Female vs Adult Male 

31 

Adult Male vs Adult Female 

32 

Adult Male vs Adult Male 

123 

Juvenile Male vs Adult Male 

2 

Unknown 

5 

Total 

195 


TABLE 6-5 

ACTIVE DUTY AIR FORCE HOMICIDE 
VICTIMS (1981-1991) BY MILITARY GRADE 



Enlisted 


Officer 

Grade 

Number 

Grade 

Number 

E-l 

6 

0-1 

3 

E-2 

15 

0-2 

2 

E-3 

41 

0-3 

8 

E-4 

48 



E-5 

40 



E-6 

21 



E-7 

9 



E-8 

2 




Total enlisted 182 (93%) Total officer 13 (8%) 
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of those most prone to violence either do not try to 
enter the military in the first place or are not re¬ 
tained if they are successful in getting in because the 
military is unwilling to retain young males who 
enter the service but subsequently demonstrate con¬ 
tempt for authority or a propensity for interper¬ 
sonal violence. 

Although military homicide victims were killed 
by a variety of means, firearms led the count. A total 
of 106 of the victims (54%) died from gunshot 
wounds. This method was followed by stabbing 
(34), blunt trauma (18), and motor vehicles (13). 
These four methods represented 171 (88%) of the 
total. The military findings are consistent with civil¬ 
ian homicides in which two-thirds of the black 
homicide victims (66.5%) were killed with firearms 
and a slightly lower proportion (59.8%) of white 
victims were killed by firearms. After handguns, 
cutting and piercing instruments were the next most 
frequently used weapons in each group so that 
taken together firearms and cutting instruments 
were the weapons used in almost 9 out of 10 civilian 
homicides among blacks and 8 out of 10 homicides 
among whites and persons of other races. 1 

The majority of the homicides involved a lone 
active duty victim killed by a single offender (152 or 
78% of the cases). Twenty-one (11%) of the homi¬ 
cides were committed by two assailants. Homicides 
are, therefore, primarily an interpersonal event be¬ 
tween two individuals; this finding is consistent 
with the civilian experience in which among black 
males age 15 and above, for instance, the predomi¬ 
nant form was a killing (by handgun) precipitated 
by a verbal argument. 


TABLE 6—6 

ACTIVE DUTY AIR FORCE HOMICIDE 
VICTIMS (1981-1991) BY DAY OF WEEK 


Day 

Number 

(%) 

Monday 

36 

(19) 

Tuesday 

19 

(10) 

Wednesday 

15 

(8) 

Thursday 

19 

(10) 

Friday 

24 

(13) 

Saturday 

39 

(20) 

Sunday 

40 

(20) 

Unknown 

3 

(1) 

Total 

195 

(100) 


TABLE 6-7 

HOMICIDES BY ACTIVE DUTY AIR FORCE 
MEMBERS (1981-1991) BY STATUS 
OF THEIR VICTIMS 


Victims 

Number 

(%) 

Civilians 

* 

84 

(32) 

Military Family Members 

124 

(48) 

Other Active Duty 

Military Personnel 

51 

(20) 

Total 

259+ 

(100) 


Includes one military retiree 

^243 military offenders killed a total of 259 victims 


One might hypothesize that these kinds of violent 
episodes are more likely to occur on the weekend than 
during the week, and the data tend to support that 
assumption. As Table 6-6 indicates, Saturday and 
Sunday account for more homicides than would be 
expected by chance alone (x 2 = 6.6, p < 0.02). 

Active Duty Offenders 

Homicides are dynamic events involving a killer, a 
victim, and a context. Both the victim and the offender 
make their own unique contribution to the homicide, 
and the nature of the event determines whether the 
killing is a manslaughter, a murder, or justifiable 
homicide. Homicides are rarely random; perhaps the 
cases that come closest to a random relationship be¬ 
tween the victim and the offender are vehicular man¬ 
slaughters in which the driver at fault had no inten¬ 
tion of killing anyone but did so during the improper 
or illegal operation of a motor vehicle. Most killings 
arise out of arguments, insults, or rivalries, and most 
of the time the victim is at least acquainted with his or 
her killer. This is equally true of military and civilian 
homicides. 

During the same period that 195 active duty U.S. 
Air Force members were killed, 243 other air force 
members killed someone else. In 52 of these cases, 
one military member killed another. (49 of the cases 
overlap and involved air force members who killed 
other air force members; the other three offenders 
were from another branch of the armed forces.) The 
distribution of air force homicides by the status of 
the victim is reflected in Table 6-7. 
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Unlike the situation with air force victims, the 
largest proportion of offender cases did not involve 
murders, but they came close. As Table 6-8 reflects, 
the murders and manslaughters are almost evenly 
divided. 

As in the case of active duty victims, killings by 
active duty members span the full range of homi¬ 
cidal behaviors, ranging from serial murders to 
vehicular homicides. The following examples illus¬ 
trate some of these events: 

Case Study 8 

The offender, a 21-year-old single male E-4 was in¬ 
volved in a minor auto accident with a civilian. As their 
dispute escalated into a fight, the E-4 beat the civilian on 
the head with a baseball bat, killing him at the scene. 

Case Study 9 

The offender, a 31-year-old separated male E-6 
was in the process of being divorced by his wife, who 
was leaving him for another man whom she was going 
to marry as soon as the divorce was final. After stran¬ 
gling her with her own panty hose, the E-6 wrote 
“hooker” on her chest with her lipstick. He then in¬ 
serted the lipstick applicator up her rectum (the crime 

TABLE 6-8 

HOMICIDES BY ACTIVE DUTY AIR FORCE 
MEMBERS (1981-1991) BY CATEGORY 
OF INCIDENT 


Category 



Number 

(%) 

Justifiable Homicide 



3 

(1) 

Manslaughter 



130 

(50) 

Vehicular 


34 



Involuntary 


47 



Voluntary 


49 



Murder 



126 

(49) 

Felony Murder 


19 



Arson 

2 




Burglary 

3 




Rape 

7 




Robbery 

7 




Serial Murders 


7 



Other Murders 


85 



Murder-Suicides 


15 



Total 



259 

(100) 


scene was “staged” to make it look as if a sex maniac 
had murdered her). 

Case Study 10 

The offender, a 22-year-old married female E-3 who 
was human immunodeficiency virus (HIV) positive, beat 
her 18-month-old son to death with a belt and an electrical 
cord (according to her, to “discipline” him). The child was 
found to have multiple bruises to the face, old wounds 
over his entire body, burns to the left knee, and a portion 
of his left ear was missing. The E-3 stated that the child 
was better off dead. 

Case Study 11 

A 26-year-old married black male E-4 was irritated at 
his 1-month-old son’s crying. He shook the infant and 
punched him in the head, as a result of which the child 
died. Three years earlier, this same individual placed 
another infant in scalding water, inflicting such severe 
burns that the baby died. 

The relationship between military killers and 
their victims is shown in Table 6-9. The proportion 
of homicides that involve military husbands killing 
their wives or children is especially noteworthy. 
Many of these husband versus wife homicides are 
consistent with the spousal homicide syndrome in 
which men claiming to be in love with their wives 
kill them for reasons related to sexual propriety (eg, 
the wife leaving the husband for a new partner, 
promiscuity, pathological jealousy, and catching 
the wife in an adulterous affair). Male sexual jeal¬ 
ousy and proprietorship as motives are illustrated 
in the following examples: 

Case Study 12 

A 30-year-old married male E-7 got into a heated 
argument with his wife over his suspicions of her infidelity. 
After she admitted to having an affair, the E-7 grabbed a 
kitchen knife and stabbed her several times, killing her. 

Case Study 13 

A 24-year-old married male E-4 was sent to Saudi 
Arabia during Operation Desert Storm. While he was gone, 
his wife moved in with another man. When the E-4 returned 
and learned of her infidelity, he confronted her in the parking 
lot of a shopping center and shot her twice with a .357 pistol. 

Case Study 14 

A 26-year-old married male E-5 became despondent 
when his wife returned from a trip and told him that she 
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wanted a divorce. He went to his room with the intention of 
killing himself, and as he was looking in his dresser for his 
pistol, he found some love letters written by his wife to 
another man. He located his 9mm pistol and shot her 
instead. 

Fully 82% of the killings by military members 
took place between individuals who were known to 
one another, with almost 60% occurring between 
relatives or intimates. The majority of the killers 
(223 or 92%) were males, and 20 (8%) were females. 
This difference is a finding consistent with trends in 
the civilian world in which killing is also concen¬ 
trated among young men (primarily in their late 
adolescence and early adulthood). 


TABLE 6-9 

HOMICIDES BY ACTIVE DUTY AIR FORCE 
MEMBERS (1981-1991) BY VICTIM-OFFENDER 
RELATIONSHIP 


Victim-Offender Relationship 

Number 

(%) 

Relatives 


127 

(49) 

Wife vs Husband 

2 



Husband vs Wife 

45 



Father vs Son 

31 



Father vs Stepson 

8 



Father vs Daughter 

20 



Father vs Stepdaughter 

5 



Mother vs Daughter 

6 



Mother vs Stepdaughter 

1 



Mother vs Son 

4 



Subject vs Other Relative 

5 



Intimates 


23 

(9) 

Ex-spouses 

4 



Lovers 

17 



Prostitutes 

2 



Acquaintances 


62 

(24) 

Coworkers 

21 



Friend 

15 



Sex-Related Triangle 

9 



Caretaker vs Child 

7 



Drug-Related 

6 



Offender vs Med. Patient 

2 



Roommate 

2 



Military Member vs Stranger 

44 

(17) 

Other 


3 

(1) 

Total 


259 

(100) 


In terms of race, the majority of killers (165 or 
68%) were white, while 75 (or 31%) were black. The 
remaining 3 (1%) represented all other races. The 
proportion of homicides committed by blacks is 
double their representation in the Air Force as a 
whole, which is in the same direction as black homi¬ 
cide rates in the civilian world (where black homi¬ 
cide rates are approximately five times greater than 
white rates). Most of the black offenders in the 
military (58 or 75%) killed black victims; of the 19 
nonblack victims killed by black offenders, 4 were 
their own family members, 8 were civilians, and 7 
were other active duty military members. 

The average age for the active duty killers was 26, 
which is almost identical to the average age of the 
military victims. As in the case of the military vic¬ 
tims, the age is lower than the civilian average 
because of the age distribution of the active duty 
force. The average military member enlists at age 
20, and because career military personnel are eli¬ 
gible for retirement at 20 years, the proportion of 
military members above age 40 diminishes rapidly. 

The marital status of the military offenders is 
reflected in Table 6-10. The proportion of military 
members who killed their spouses or children mir¬ 
rors the proportion of military members who are 
married. The question of whether the killing was 
related to their marital status, their military status, 
or neither is problematic but interesting. 

Most of the homicides committed by active duty 
members occurred off the military reservation (209 
or 81 %). Of those that took place on base, 25 (or one- 
half the on-base total) involved the killing of a 
family member, and most of the rest (18) involved 
the killing of another military member. As in the 
case of the active duty victims, sex played a role in 
many of these deaths. Of the 259 homicides a total of 


TABLE 6-10 

HOMICIDES BY ACTIVE DUTY AIR FORCE 
MEMBERS (1981-1991) BY MARITAL STATUS 
OF THE OFFENDER 


Status 

Number 

(%) 

* 

Married 

152 

(63) 

Single 

71 

(29) 

Divorced 

20 

(8) 

Total 

243 

(100) 


Includes 18 separated 
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52 (20%) were sex-related. Most of the sex-related 
cases (47) involved heterosexual events, and the 
remainder involved homosexual events. 

More of the active duty killers used a firearm 
than any other weapon; however, firearms were not 
used in a majority of the killings. Slightly less than 
one-third of the military killers used a firearm, 
which produces a noteworthy anomaly: military 
homicide victims are most likely to be shot, but 
military homicide offenders are not likely to shoot 
their victims. This finding suggests that military 
members are more likely to kill with less premedi¬ 
tation and more under the pressure of circumstances 
as they develop at the time of the homicide. Table 6- 
11 presents the methods used in killings by active 
duty members. 

Most homicides by military members were com¬ 
mitted by males whose principal targets were fe¬ 
males and juveniles, and most of their victims were 
intimates or family members. In contrast, for civil¬ 
ian offenders in state prisons, males were the prin¬ 
cipal target (70%), and few of the victims were 
intimates or dependents (24%). However, it is worth 
noting that in populations in which the homicide 
rate is relatively low, the proportion of cases that 
occur in the family is relatively high, and this rela¬ 
tionship holds true for the military. The age/gen¬ 
der relationships among the killers and their vic¬ 
tims are reflected in Table 6-12 

The homicides committed by active duty mili¬ 
tary members tended to occur on the weekends as 
was seen for victims of homicide (x 2 = 5.4, p < 0.02). 
As Table 6-13 indicates, Saturday was the maxi- 


TABLE 6-11 

HOMICIDES BY ACTIVE DUTY AIR FORCE 
MEMBERS (1981-1991) BY METHOD 


Method 

Number 

(%) 

Firearm 

75 

(29) 

Blunt Trauma 

55 

(21) 

Automobile 

34 

(13) 

Stabbing/Cutting 

31 

(12) 

Shaken Infant 

27 

(10) 

Asphyxiation 

16 

(6) 

Gross Negligence 

8 

(3) 

Multiple Methods 

4 

(2) 

Other 

9 

(3) 

Total 

259 

(100) 


TABLE 6-12 

HOMICIDES BY ACTIVE DUTY AIR FORCE 
MEMBERS (1981-1991) BY AGE/GENDER 
RELATIONS BETWEEN OFFENDER AND 
VICTIM 


Offender/Victim Number 


Adult Female vs Adult Female 2 

Adult Female vs Adult Male 7 

Adult Female vs Juvenile Female 7 

Adult Female vs Juvenile Male 4 

Adult Male vs Adult Female 83 

Adult Male vs Adult Male 80 

Adult Male vs Juvenile Female 28 

Adult Male vs Juvenile Male 47 

Unknown 1 


NOTE: Sixteen males killed more than one person; 15 of them 
killed two victims and one, a serial murderer, killed five. For 
purposes of this table each event is counted separately. Thus, 
even though 223 men killed 239 victims, the total number of 
"relationships" in this table totals 259. 


mum and Thursday the minimum day for homi¬ 
cides to occur by day of the week. 

In summary, an analysis of homicides within the 
military yields some interesting findings. For one 
thing, military members are more likely to kill than 
to be killed. Active duty victims are most likely to be 
killed by someone to whom they are related or 
whom they know, and they are most likely to be 
shot. Military killers are most apt to kill family 


TABLE 6-13 

HOMICIDES BY ACTIVE DUTY AIR FORCE 
MEMBERS (1981-1991) BY DAY OF WEEK 


Day 

Number 

(%) 

Monday 

35 

(13) 

Tuesday 

42 

(16) 

Wednesday 

28 

(11) 

Thursday 

25 

(10) 

Friday 

30 

(12) 

Saturday 

53 

(20) 

Sunday 

46 

(18) 

Total 

259 

(100) 


100 
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members or other members of the military, but they 
are less likely to use a firearm in the commission of 
the crime. Murders within the military seem to 
conform in general to those within the civilian com¬ 
munity except that fewer are drug-related. The sta¬ 
tus of being in the military depresses the overall 
likelihood of homicide. That may be due in part to 
personnel selection and retention procedures and 
may be related in part to the closely ordered nature 
of the military community. The bottom line, how¬ 
ever, is inescapable: a person is safer in the military 
than in the civilian world, and this is especially so 
for black males. 

Homicide Prevention 

Although preventing homicides is a great deal 
more problematic than preventing suicides, there is 
still a great deal that can be done. For example, the 
most common homicide within the military com¬ 
munity is the killing of infants by their parents or 
adult caretakers. The victim is usually under 1 year 
of age and is either suffocated by the mother or dies 
as a result of being shaken by a male caretaker (the 
father, stepfather, or boyfriend of the child's mother). 

In some cases, parental behavior is more violent. 
An unfortunate case occurred overseas. Both parents 
were active duty, juggling demanding careers with 
parenting. Severe marital conflict developed, and a 
newborn infant became the object of the father's frus¬ 
tration and anger. Responding to the infant's incon¬ 
solable crying one day, the father repeatedly dropped 
the child on its head. The infant sustained severe 
injury and went into respiratory arrest, and the pan¬ 
icked father took the child to the local military treat¬ 
ment facility. He initially adamantly denied suspi¬ 
cions of child abuse. Subsequent investigations and 
prosecution uncovered the truth. 

Not surprisingly, these violent deaths are signifi¬ 
cantly under-represented in homicide counts be¬ 
cause most are never prosecuted as murders or 
manslaughters, and this illustrates an important 
point. The criminal justice system measures out¬ 
comes in terms of legal definitions rather than the 
larger antecedent conditions that produce them. 
Lethal outcomes that are the product of frustration 
and a lack of impulse control often slip between the 
cracks of the system. The people who commit these 


acts are typically immature, inadequate, and im¬ 
pulsive (indeed, this triad is a common denomina¬ 
tor in the majority of homicides regardless of the 
age of the victim). Because relatively few of these 
deaths are intended consequences, the targeted be¬ 
havior should be assaults rather than killings. If 
assaultive behaviors can be reduced, the number of 
homicides will almost certainly diminish corre¬ 
spondingly. 

The prevention of homicide is an unrealistic goal. 
The force of history clearly demonstrates that vio¬ 
lence is part of the human condition. Currently, the 
best option is reduction of risk factors associated 
with aggression. 7 The prediction of violence is 
fraught with error, particularly long-range assess¬ 
ments. Clinicians can more accurately define acute 
dangerousness. 

The legal duty of clinicians to warn victims of 
violence was addressed in the landmark case Tarasoff 
v. Regents of Univ of Cal. 8 Since then, the medical 
community has repeatedly examined the subject. The 
duty to warn must be tempered by clinical judgment. 
The clinician must carefully weigh the risk of disclo¬ 
sure versus potential harm to the public. Each in¬ 
stance must be approached in a flexible manner to 
ensure that a reasonable decision is reached. One 
possible clinical outcome could be the absence of a 
mental disorder. Threatening behavior in this context 
could be prosecuted under military law. 

From a social perspective, violence can be mini¬ 
mized by controlling factors that promote or fa¬ 
cilitate the expression of violence. Substance 
abuse is a prime example. In the military, ran¬ 
dom urine drug screens seeking illicit drug use 
have conspicuously reduced consumption. Alco¬ 
hol remains uncontrolled although the military 
policy for treatment and, where necessary, pun¬ 
ishment are well described. 9 

Community psychiatry emphasizes prevention. The 
early detection and referral of emotional problems 
and family conflicts and identification of poor 
parenting skills may forestall a later crisis. In addition, 
command education and sensitivity to the emotional 
health of their subordinates are critical to prevention. 
Army policy, for example, mandates suicide preven¬ 
tion task force committees. 10 This multidisciplinary 
body is charged with the specific task of addressing 
suicide prevention at all command levels. 


SUICIDE 

Suicide is regarded as a major public health prob- cent years, especially in light of the growing num- 

lem and has received considerable attention in re- ber of suicides among young people. 11 Between 
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1970 and 1980, almost 300,000 people took their 
own lives, amounting to an estimate of one suicide 
every 20 minutes. 12 The military is not exempt from 
the problem; in fact, suicide ranks third as a leading 
cause of death among active duty military members 
(following accidents and deaths from natural causes). 

There were three reasons why suicide within the 
military historically received relatively little atten¬ 
tion. First, suicides were anomalies within the mili¬ 
tary community. Because the absolute number of 
active duty suicides is low to begin with and be¬ 
cause their distribution across time and space fur¬ 
ther diminished their visibility, they were com¬ 
monly regarded as rare events. Second, suicide was 
viewed as a psychiatric problem, and its manage¬ 
ment had therefore been placed outside the main¬ 
stream of command responsibility. Because mental 
health professionals were responsible for treating 
those who make suicide attempts or gestures as 
well as those referred for suicidal ideation, the 
mental health profession had "owned" the prob¬ 
lem. Because they regard it as a psychiatric prob¬ 
lem, the mental health community had been slow to 
see the relation between suicide and command re¬ 
sponsibility. Finally, suicides had been viewed as 
an individual rather than collective problem; there¬ 
fore, they have been seen as a problem without a 
solution because the death of the victim precluded 
any possibility of a more favorable outcome. There 
may even have been some general sense that some¬ 
one who attempted or committed suicide could not 
be a great loss to the service. In short, suicides 
within the military have historically been viewed as 
an individual problem rooted in the pathology of 
the victim and therefore beyond the control of com¬ 
mand authorities. 

This historical attitude has changed and moder¬ 
ated since the end of the Vietnam conflict. In the 
U.S. Army, the change was driven from the top, by 
directive of the senior army leadership. AR 600-63 10 
describes the military approach to suicide evalua¬ 
tion and prevention. AR 600-63 requires that every 
military installation assemble a suicide prevention 
task force committee. As a multidisciplinary body, 
this committee is authorized wide latitude in edu¬ 
cation and consultation. Some installations, for ex¬ 
ample, have installed a central suicide crisis tele¬ 
phone line. Others routinely write articles about 
various aspects of suicide in local military publica¬ 
tions. Direct consultation to units is common. AR 
600-63 also gives to the Chaplain Corps and the 
family life centers the responsibility for suicide 
prevention education to unit leaders and more re¬ 


cently, also to unit families. The chaplains usually 
welcome mental health assistance with this duty. 

The typical small unit commander is sensitized 
to the emotional needs of his subordinates. At vari¬ 
ous times in their professional development. Army 
leaders are reminded of suicide. On some posts, 
command emphasis has given junior- and middle- 
level commanders the impression that a suicide 
among their subordinates could adversely affect 
their careers. Close liaison with military commu¬ 
nity mental health resources affords the commander 
the opportunity to obtain informal consultation. All 
units have access to these professionals. In addi¬ 
tion, progressive substance abuse evaluation and 
treatment programs exist throughout the military. 
Substance abuse and family support programs are 
unique in that army regulations also define these 
services as command-sponsored priorities. The 
strains of military life as they adversely impact 
domestic relationships can be referred to family 
advocacy evaluation and treatment programs. 

Despite the best efforts of these well-intentioned 
activities, suicide still occurs. Following any com¬ 
pleted suicide, military regulations require a psy¬ 
chological autopsy. These indepth evaluations help 
isolate any correctable, and potentially aggravat¬ 
ing, factors. Recommendations from the psycho¬ 
logical autopsy may be useful in prevention. 

In terms of specific numbers, since 1975, the U.S. 
Army has averaged 74 active duty suicides per year, 
and the U.S. Air Force has averaged 66 (their ap¬ 
proximate crude rates are 12.5 and 11.5 per 1,000, 
respectively). 13-15 These rates compare favorably 
with the 1986 civilian rate of 12.8; however, the 
military population is not a random sample of the 
civilian population and, in fact, differs from it in 
several systematic ways. The military population is 
largely male, has a larger proportion of racial mi¬ 
norities, and has virtually no members below the 
age of 17 and relatively few above the age of 50. 

To better understand the relation between army 
and civilian death rates, the army death rates were 
calculated for males and females and blacks and 
whites in 5-year age intervals for each mode of 
death. 16 The same calculations were done for civil¬ 
ians, breaking them down by race, sex, and 5-year 
age intervals, and the results were compared. Using 
a scale normalized to 100 for the case when the 
number of deaths observed in the Army is exactly 
equal to the number predicted from the civilian 
rates, the result is a standardized mortality ratio. 
This procedure is an indirect standardization and 
enables one to compare military deaths with civil- 
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ian deaths. A number over 100 means that the 
death rate is higher than the comparable civilian 
group, and a score below 100 indicates a lower 
death rate. 

The findings were startling: Total deaths in the 
Army occur at one-half the rate expected from compa¬ 
rable civilians, with suicide occurring at about two- 
thirds the civilian rate. In other words, with a stan¬ 
dardized mortality ratio of 68.8 for suicides in 1986, 
there were 31% fewer suicides among active duty 
members in the Army than would have been expected 
by chance alone. Comparable calculations for the Air 
Force for 1985 revealed a standardized mortality ratio 
of 58, indicating that suicide among active duty Air 
Force members is only slightly more than one-half the 
rate of a comparable civilian population. 

Why are the military suicide rates lower than 
would be expected? The answer may lie at least in 
part with the fact that the military population is not 
randomly selected from the larger civilian popula¬ 
tion. The military population differs from the civil¬ 
ian population on the basis of age, race, and sex and 
is a filtered population consisting of those who have 
been physically and emotionally screened and found 
fit for military service. Moreover, the military popu¬ 
lation tends to be better educated and healthier and 
is supported by command, medical, and mental 
health systems that place a major emphasis on 
wellness. Finally, all members of the military are 
subject to much closer supervision and assessment 
than their civilian counterparts. This means that a 
military member who shows signs of physical or 
emotional dysfunction is more likely to be identi¬ 
fied as needing care early on and is also more likely 
to get it in the free (and mandatory) healthcare 
system of the military. 

Suicide Risk Factors 

The information that follows is based on an analy¬ 
sis of 850 air force suicides that took place over a 13- 
year period (1979 through 1991). For purposes of this 
chapter, suicide is operationally defined as the self- 
inflicted death of a person, based on the victim's wish 
to die and an understanding of the probable conse¬ 
quences of his action in furtherance of that goal. 17 This 
definition is based on the Operational Criteria for 
Classification of Suicide (Exhibit 6-1). This definition, 
therefore, excluded certain deaths even though they 
resulted from the victims' own actions (such as 
autoerotic fatalities, eating disorders, and overly suc¬ 
cessful suicide gestures). This definition may include 
deaths resulting from Russian roulette if the victim 


fully understood and accepted the consequences of 
the act even though it was an act of bravado. 

One of the most important relations an indi¬ 
vidual has with the military is that of rank. One's 
rank determines income, status, and power. In the 
military, a person's rank can also have a powerful 


EXHIBIT 6-1 

OPERATIONAL CRITERIA FOR 
DETERMINING SUICIDE 


Self-Inflicted: There is evidence that death was 
self-inflicted. This may be determined by pathologic 
(autopsy), toxicologic, investigatory, and 
psychologic evidence and by statements of the de¬ 
cedent or witnesses. 

Intent: There is evidence (explicit and/or im¬ 
plicit) that at the time of injury, the decedent in¬ 
tended to kill himself /herself or wished to die and 
that the decedent understood the probable conse¬ 
quences of his/her actions. 

1. Explicit verbal or nonverbal expression of 

intent to kill self. 

2. Implicit or indirect evidence of intent to die, 

such as 

• preparations for death inappropriate to 
or unexpected in the context of the 
decedent's life, 

• expression of farewell or the desire to die 
or acknowledgment of impending death, 

• expression of hopelessness, 

• effort to procure or learn about means of 
death or rehearse fatal behavior, 

• precautions to avoid rescue, 

• evidence that decedent recognized high 
potential lethality of means of death, 

• previous suicide attempt, 

• previous suicide threat, 

• stressful events or significant losses (ac¬ 
tual or threatened), or 

• serious depression or mental disorder. 


Reprinted from: Centers for Disease Control. Opera¬ 
tional criteria for determining suicide. MMWR. 
1988;37(50):773-780. 


103 





Military Psychiatry: Preparing in Peace for War 


influence on his self-perception and personal as 
well as professional expectations. People whose 
age, education, or experience are not in harmony 
with their rank may experience more stress than 
their contemporaries. In addition, loss of rank or 
failure to progress in grade can produce consider¬ 
able anxiety and stress for the individual. In the 
case of officers and senior noncommissioned offic¬ 
ers, feelings of personal or professional disgrace 
can exceed the individual's coping mechanisms, in 
some cases leading to a professional crisis. The 
following case study illustrates this point: 

Case Study 15 

A 40-year-old 0-4 was expected to appear in federal 
court to answer to charges of ordering and receiving child 
pornography. He was unable to keep this information from 
his superiors and feared public disgrace and the loss of 
his military status. Instead of appearing in court, he shot 
himself in the head with a 9mm pistol. 

Table 6-14 shows the distribution of suicide vic¬ 
tims by their military grade. In terms of their distri¬ 
bution, the overwhelming majority of these deaths 
(751 or 88%) involved enlisted members. Within the 


TABLE 6-14 

ACTIVE DUTY AIR FORCE SUICIDES 
(1979-1991) BY MILITARY GRADE 


Enlisted 

Number 

(%) 

Officer 

Number 

(%) 

E-l 

33 

(4) 

O-l 

8 

(8) 

E-2 

39 

(5) 

0-2 

19 

(19) 

E-3 

156 

(21) 

0-3 

31 

(32) 

E-4 

180 

(24) 

0-4 

24 

(24) 

E-5 

178 

(24) 

0-5 

8 

(8) 

E-6 

93 

(12) 

0-6 

7 

(7) 

E-7 

47 

(6) 

Cadet 

1 

(1) 

E-8 

21 

(3) 




E-9 

4 

(~0) 




Total 

751 

(99) 

Total 

98 

(99) 


enlisted category, 68% involved people in the 
grade of E-3, E-4, and E-5. All but one of the 
remaining 98 suicides (11%) were officers; the 
one exception was an U.S. Air Force Academy 
cadet. Over one-half the officer suicides (56%) 
were in the grades of 0-3 and 0-4. 

The civilian suicide rate has historically been 
higher for whites than for nonwhites, with white 
males consistently having the highest suicide rates 
of any race or sex category. The ratio of white to 
black male suicides is 1.6 to 1, making the suicide 
rate for white males 67% higher than it is for black 
males. 12,18 Twice as many civilian white females kill 
themselves as do civilian black females. The same 
pattern is seen in the U.S. Air Force: Of the 850 suicides 
committed by active duty air force members from 
1979 through 1991, a total of 747 (or 88%) were by 
whites and 85 (10%) were by blacks. The remaining 17 
suicides (2%) were by all other categories. 

The overall ratio of white to black suicides in the 
U.S. Air Force was 8.3 to 1, a figure consistent with 
the proportion of whites to blacks in the AirForce as 
a whole. Thus, race by itself does not appear to be a 
risk factor in the distribution of military suicides. 
These figures do suggest, however, that black males 
in the military are significantly less likely to commit 
suicide than black civilians. It is likely that the 
cultural factors that inhibit suicide among blacks 
within the civilian sector carry over into the mili¬ 
tary. Examination of the 86 suicides by black mili¬ 
tary members failed to disclose any unique or dis¬ 
tinctive features related to race. Of those who left 
suicide notes, none indicated a racial connection to 
their decision; indeed, the general circumstances 
surrounding their deaths were indistinguishable 
from those of any other group. 

According to the CDC, 12 almost three-fourths of 
all suicide deaths between 1970 and 1980 involved 
males. The CDC also reported that the suicide rate 
increased among males while decreasing among 
females. This pattern continued through the 1980s, 
with males having an overall suicide rate of 18 
compared with a female rate of 5.4 or a ratio of 3.3:1. 
Although three times more men commit suicide 
than women, women attempt suicide more fre¬ 
quently than men. The reason for this inverse rela¬ 
tion between gender and suicide and suicide at¬ 
tempts is not clear. Some have speculated that 
women are more likely to use drugs and poisons to 
attempt suicide, whereas men are more likely to use 
firearms, 18,19 yet there is an excellent chance that 
more men intend to commit suicide than women. 20 
Regardless of the reasons why, suicide is more 
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prevalent among males than females, and this rela¬ 
tion holds true for the military as well. During the 
13-year period, 56 women took their lives, repre¬ 
senting 7% of the active duty suicides. Because 
women represent approximately 12% of the active 
duty force, females in the air force are less likely to 
commit suicide than males. The overall distribution 
by race and sex is shown in Table 6-15. 

Although there were a wide range of methods 
used, 85% of these suicides were accomplished by 
three methods: firearm (502 or 59%), hanging (122 
or 14%), and auto exhaust (100 or 12%). The full 


TABLE 6-15 

ACTIVE DUTY AIR FORCE SUICIDES 
(1979-1991) BY RACE AND SEX 



Number 

(%) 

Males 

White 

702 

(82) 

Black 

76 

(9) 

Other 

16 

(2) 

Females 

White 

46 

(5) 

Black 

9 

(1) 

Other 

1 

(~0) 


TABLE 6-16 

ACTIVE DUTY AIR FORCE SUICIDES 
(1979-1991) BY METHOD 

Method Number 

(%) 

Firearm 

503 

(59) 

Hanging 

122 

(14) 

Auto Exhaust 

100 

(12) 

Drug Overdose 

44 

(5) 

Leap /Fall 

17 

(2) 

Asphyxiation 

12 

(1) 

Automobile 

9 

(1) 

Cutting 

9 

(1) 

Drowning 

8 

(1) 

Unknown 

1 

(~0) 

Other 

25 

(3) 

Total 

850 

(99) 


distribution of air force suicides is listed in 
Table 6-16. In virtually all cases, the event com¬ 
bined a highly lethal method and a low probabil¬ 
ity of rescue. 

The distribution of suicides by month for 1979 
through 1991 has been remarkably consistent over 
time. There were an average of five suicides per 
month with no statistically significant differences 
over time among the months of the year (F u 144 =1.07, 
p = 0.39, ns). Although there is a widespread belief 
that suicides increase during the fall holidays 
(Thanksgiving and Christmas), no such relation 
was noted in the Air Force. 

Similarly, for day of week for 1979 through 1991, 
there were no excess suicides on weekends com¬ 
pared with weekdays (x 2 = .14, p > 0.7, ns), with the 
average number of suicides per day for Monday 
through Sunday being 12, 9, 8, 10, 8, 9, and 9, 
respectively. 

Suicide Precipitants 

The term dyad as used in this context refers to 
a person's intimate associations, usually hus¬ 
band-wife or boyfriend-girlfriend. In some cases, 
understanding the exact role of dyadic relation¬ 
ships is complicated because of multiple simulta¬ 
neous dyadic relationships (for example, unhap¬ 
pily married individuals who are also having 
problems with their girlfriends). However, the 
relation between dyad problems and suicide is 
clear and unavoidable. As Vorkorper and Petty 
noted, "Most suicides are dyadic. Even if the 
events prior to suicide are in isolation, the ten¬ 
sion between two people continues to exist in one 
person's head. Frequently the tension is in the 
person's social relations: husband-wife, parent- 
child, lover-lover, employee-employer, etc." 21(pl77) 

Marital status by itself offers little in the way of 
insight into suicide because gross figures (or per¬ 
centages) do not speak to the quality of the victims' 
relationships. Just as a good marriage can be one of 
the most positive influences in a person's life, a bad 
marriage can create intolerable stress. Much the 
same can be said about other intimate relationships 
(ie, boyfriend-girlfriend). Table 6-17 reflects the 
distribution of the suicides by marital status. 
Some insight may be obtained from the fact that 
of those victims who were married at the time of 
their death, 32% were separated from their spouses, 
and fully 87% were having serious marital prob¬ 
lems, with infidelity and abusive relationships oc¬ 
curring with great frequency. Of those who were 
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single, 62% were having serious problems in their 
intimate relationships, to include a majority in which 
the relationship had recently terminated. 

Case Study 16 

An 18-year-old single male E-4 with a history of finan¬ 
cial- and job-related problems was arrested for petty 
larceny. His girlfriend was highly critical of his behavior 
and threatened to leave him. He told her that if she did, he 
would kill himself. After she told him she wanted to end 
their relationship he shot himself in the temple with a .32 
revolver. 

Case Study 17 

A 27-year-old male E-5 was an alcohol abuser and had 
serious financial problems. He was unhappy with his 
assignment. He believed it was his destiny to commit 
suicide because both his father and uncle had taken their 
own lives. After making suicidal threats and two gestures, 
he was admitted for psychiatric observation. On release 
from the hospital, he learned that his wife had moved out 
and filed for divorce; he then shot himself in the head with 
a high-powered rifle. 

Although many people assume "You have to 
be crazy to kill yourself," this assumption does 
not hold up on close examination. Very few of the 
victims (less than 2%) were psychotic. However, 
there were clear indications that at least 48% 
suffered from some kind of mental or emotional 


TABLE 6-17 

ACTIVE DUTY AIR FORCE SUICIDES 
(1979-1991) BY MARITAL STATUS 


Category 

Number 

(%) 

Married 

462 

(55) 

(Separated) 

(148) 


Single 

298 

(35) 

Divorced 

88 

(10) 

* 

Widower 

2 

— 

Total 

850 

(100) 


Includes one individual who was a widower because he mur¬ 
dered his wife. 


problem. The most frequently noted mental health 
problem was depression, which occurred in 40% 
of the cases. This is consistent with the observa¬ 
tion that suicide and clinical depression are 
closely linked in civilian studies. 22 It has been 
reported that 90% of suicides occur in individu¬ 
als with serious mental disorders (depression, 
schizophrenia) or substance abuse. Because the 
signs of depression (and many other emotional 
disorders) can be quickly and easily recognized, 
their presence offers an excellent potential op¬ 
portunity for positive intervention. Moreover, 
treatment of depression has advanced in recent 
years through the development of powerful anti¬ 
depressants. 

Case Study 18 

A 40-year-old divorced male E-6 was chronically de¬ 
pressed over the consequences of his history of compul¬ 
sive gambling and the financial problems that resulted. He 
was also an alcohol abuser. Because of his problems he 
was being forced to retire and became even more de¬ 
pressed over his uncertain future. He shot himself in the 
head with a .357 revolver. 

Case Study 19 

A 35-year-old married (but separated) female 0-2 
was depressed over her marital separation and the 
difficulty she was having with her children. She was 
reassigned to another hospital (she was a nurse) and 
did not feel close to the staff as she had at her previous 
assignment. She took her life by ingesting a lethal 
quantity of drugs. 

Almost one-third of the victims were either un¬ 
der mental healthcare at the time of their deaths or 
had been recently. It is hard to interpret what this 
means. Not all patients want treatment and not all 
of them who are in treatment will cooperate with 
their providers. In some cases, the healthcare sys¬ 
tem may have failed to properly diagnose the sever¬ 
ity of the problem; in other cases, it simply could not 
reach the victim, as shown in the following case 
studies: 

Case Study 20 

A 25-year-old single male E-3 was released from a 
military hospital where he had been treated for a suicide 
gesture. He made specific and direct comments about his 
intention of killing himself. After his release from the 
hospital, he went to a mountainous area where he shot 
himself in the head with a 9mm pistol. 
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Case Study 21 

A 30-year-old married male E-6 had been suffering 
from chronic depression and developed a sleep disorder 
that persisted for several months. After telling his family 
that they would be better off without him, he was sent to 
a mental health center where he was treated for the sleep 
disorder and his suicidal ideation. In spite of their efforts, 
he shot himself in the head with a .357 revolver. 

Of the U.S. Air Force suicide victims, 27% had 
been involved with either alcohol (17%) or drugs 
(10%). Approximately 6% abused both drugs and 
alcohol. Although substance abuse is a problem in 
its own right, it may also be regarded as a symptom 
of other, deeper problems. For some people, sub¬ 
stance abuse may seem an effective means for cop¬ 
ing with life's problems. For others, it is simply a 
means of escape. In reality, substance abuse only 
complicates a person's problems by preventing a 
more mature, effective approach to life's stresses. In 
addition, it complicates life by adding the negative 
issues associated with substance abuse to other 
problems. Although substance abuse is a risk factor 
in its own right, it should not necessarily be viewed 
as a cause of suicide. 

Like depression, substance abuse is often visible 
to others. In many military cases, family, friends, 
and coworkers knew the individual had a problem 
with either alcohol or drugs; however, there were 
few indications that any of them sought care for the 
impaired individual. In other cases, they failed to 
do so until it was too late. In some instances, helping 
the victim hide a substance abuse problem repre¬ 
sented a misguided attempt to protect the person 
from his or her own problems; in other cases, it 
represented indifference, as shown in the following 
case study: 

Case Study 22 

A 22-year-old single male E-4 was having difficulty 
adjusting to the military. He had a history of disciplinary 
problems. He complained about “not fitting in” and was a 
cocaine abuser. After his request for a day off was turned 
down, he connected a tube from the tail pipe of his car to 
the interior where he died of carbon monoxide poisoning. 

Not surprisingly, nearly one-half of the military 
suicides had problems at work. In some cases, the 
individual brought his personal problems to work 
and, as a result, added his job to his other problems. 
In other cases, they took work problems home and 
added them to their dyad problems. Of those who 


were married, over 30% had both marital- and work- 
related problems. Of those who were single, over 
one-third had both relationship- and work-related 
problems. The combination of both dyad- and work- 
related problems is particularly stressful because it 
leaves the victim with virtually no safe emotional 
haven. 

Approximately one-quarter of the military sui¬ 
cide victims were having financial problems at the 
time of their death. In some cases, the problem was 
the victim's spouse, whose spending was beyond 
the control of the victim. In other cases, the problem 
was the victim's own doing. Some of the victim- 
precipitated financial problems resulted from im¬ 
maturity, whereas others were a form of acting out. 
Although financial problems do not appear to be 
a common precipitant of military suicides, when 
they do occur, they can be a clue to the individual's 
need for help. Military commanders are fre¬ 
quently contacted concerning subordinates' in¬ 
debtedness or failure to honor financial obliga¬ 
tions. Alert commanders often recognize this as 
being symptomatic of a broader pattern of inef¬ 
fective coping behavior. As such, it has the po¬ 
tential for being another point of intervention that 
might collectively reduce the overall suicide rate 
within the military, as shown in the following case 
study: 

Case Study 23 

A 33-year-old recently divorced male E-6 was diag¬ 
nosed as a hypochondriac. He was $25,000 in debt, and 
his security clearance was recently revoked. The loss of 
his clearance added to his depression, and he killed 
himself via automobile exhaust after leaving multiple 
notes. 

A small number of U.S. Air Force victims (about 
12%) were involved in difficulties with law enforce¬ 
ment agencies at the time of their death. About one- 
half of those were under investigation for a sus¬ 
pected criminal offense, and about one-half were 
involved in some fashion with local law enforce¬ 
ment agencies. Being under investigation for a sus¬ 
pected criminal offense, especially if the crime in¬ 
volves moral turpitude, is extremely stressful. This 
is because the legal outcomes are difficult to antici¬ 
pate, and many suspects expect the worst. Legal 
problems almost always negatively influence one's 
career as conviction in court is also grounds for 
administrative action by the military. Thus, mili¬ 
tary members facing serious legal problems must 
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also worry about public disgrace and a very real 
threat to their military careers. For many, this is 
simply too much to endure, as shown in the follow¬ 
ing case studies: 

Case Study 24 

A 39-year-old married male 0-3, formerly commander of 
the security police squadron, was convicted by a court 
martial for larceny. On the day that he was scheduled to be 
sentenced, he shot himself in the heart with a .38 revolver. 
He was found wearing his security police uniform. 

Case Study 25 

A 49-year-old married male 0-4 was interviewed by 
military investigators because of an allegation that he had 
sodomized a 9-year-old male. The 0-4 agreed to take a 
polygraph examination to resolve the issue, and the day 
before he was scheduled to take the polygraph, he shot 
himself in the head with a .32 pistol. 

Case Study 26 

A 29-year-old divorced male E-5 was under investiga¬ 
tion for a narcotics charge and was scheduled to stand 
trial by court martial. While the trial was pending, he was 
involved in a hit-and-run accident. His blood alcohol level 
(0.24) was over double the legal minimum for driving while 
intoxicated (0.10). Following his arrest on the traffic charge, 
he shot himself in the head with a .38 revolver. 

Suicide Communications 

The actual act of killing oneself may only take a 
few minutes to carry out; however, suicide nor¬ 
mally involves a great deal more than the fatal 
event. Impulsive suicides are rare (occurring in 
only 4% of the cases studied) and usually occur in a 
moment of great stress, as the following case stud¬ 
ies demonstrate: 

Case Study 27 

A 26-year-old married male E-4 had been arguing with 
his pregnant wife. In a rage, he produced a pistol and 
threatened to kill himself. A third-party witness told him he 
was only joking and could not do it. The victim replied, 
“You don’t think I can do it?” and then put the pistol to his 
head and pulled the trigger. 

Case Study 28 

A 25-year-old married male E-4 confronted his wife 
and her boyfriend. As they were arguing, he grabbed a 20 
gauge shotgun, placed it under his chin, and pulled the 
trigger. He had been extremely unhappy over his marital 


and financial problems as well as his wife’s infidelity, for 
which he had been receiving counseling. 

Most active duty suicides are preceded by a pe¬ 
riod of personal difficulty for the victim. Although 
a small proportion of the suicides are impulsive 
(like the ones noted above), in most cases, the victim 
first comes on the idea of suicide as a solution to his 
problems and then gradually focuses on suicide as 
the only solution. As this process occurs, the victim 
comes to see life in increasingly constricted terms 
until his problems are seen as hopeless and suicide 
as the only way out. During the evolution of this 
process, the individual will typically drop many 
hints, both verbal and behavioral. 

Of the 850 military suicides examined, 386 (45%) 
communicated their intention to commit suicide 
before they actually killed themselves. In some in¬ 
stances, these communications were clear, concise, 
and direct. In one case, for example, a 33-year-old 
E-5 who was having marital problems told his wife 
that if she divorced him, he would shoot himself. 
She told him that if he did, she would be grateful if 
he would at least go outside so he would not leave 
a mess in the house. He then went outside to a utility 
shed where he shot himself in the head with a .22 
rifle. In many of these cases, the victims told a 
number of people of their plans, including cowork¬ 
ers and friends. In most instances, they ignored the 
victim and later said they "did not think that he 
would actually do it." 

Sometimes the communication of suicidal intent 
was vague and only took on meaning after the 
victim's death. These communications often take 
the form of "good-bye" statements or messages. 
Sometimes the victim simply comments that he or 
she has nothing to live for. These vague comments 
are easy to dismiss precisely because they are so 
vague. Sometimes the victim is ignored because he 
makes suicidal comments too frequently or too ex¬ 
plicitly, and those to whom they are made simply 
do not believe him. However, any suicidal state¬ 
ment should be taken seriously and acted on at 
once, as shown in the following case studies: 

Case Study 29 

A 35-year-old married (but separated) male E-6 had a 
history of work-related problems, financial difficulties, and 
marital strife. He had just been released from an alcohol 
rehabilitation program and attempted to reconcile with his 
wife. He repeatedly told her that if she left him, he would 
kill himself. She left him and he shot himself in the head 
with a .22 pistol. 
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Case Study 30 

A 30-year-old married (but separated) male E-5 had a 
history of poor duty performance; his wife left him, filing for 
divorce, and he had a stormy relationship with his girl¬ 
friend whom he told he was going to kill himself. He 
subsequently hanged himself. 

Case Study 31 

A 27-year-old white male disliked his job and was 
having difficulty adjusting to the service. He was under 
treatment by mental health professionals for a previous 
suicide attempt. On the day of his death, he bought a high- 
powered rifle and left the note illustrated in Figure 6-1 in 
his barracks room. He was found in the area defined by 
the circle. He had shot himself in the middle of the 
forehead. Note the statement below the word anger: “Too 
much damage to go on!” This is characteristic of the kinds 
of hopelessness found in many suicides. 

The military experience clearly indicates that 
suicide attempters are analytically distinct from 
completers. Most people who intend to kill them¬ 
selves are successful in doing so, and most people 
who make unsuccessful attempts or gestures do not 

l-1 


Figure 6-1 
19,6 x 24,9 


l_l 

Fig. 6-1. Suicide note on map, with the word ANGER. 


really wish to end their lives. Although there are 
exceptions in both categories, these generalizations 
have held true for the past 13 years. 

Suicide attempts are themselves a form of com¬ 
munication and can be best understood as a plea for 
help. Even when the attempt or gesture is manipu¬ 
lative in nature, it is still diagnostic of a problem of 
some kind. Of the 850 people who took their lives in 
this study, at least 13% had made a prior suicide 
attempt or gesture. These unsuccessful efforts often 
emerge as part of a larger pattern that, if ignored, 
can escalate into successful self-destruction, as the 
following case study illustrates: 

Case Study 32 

A 20-year-old single E-2 had been involved in a stormy 
relationship with his girlfriend. He would threaten suicide, 
and she would talk him out of it. During the course of this 
relationship, he lost a part-time job because he intention¬ 
ally injured himself. At about thistime, aclose friend killed 
himself over a girl, after which the E-2 became obsessed 
with suicide. He talked about it constantly, played Russian 
roulette, and made several suicide gestures. His girlfriend 
got tired of his behavior and broke off their relationship. 
After she left him, he hanged himself. 

Suicidal communications after the fact usually 
take the form of notes left at the death scene by the 
victim but may also include audio or video record¬ 
ings. Of the 850 military suicide victims, 366 (43%) 
left a note. These notes take many forms. Some are 
angry; others are depressed and self-condemning 
and many simply take the form of a last will and 
testament. Over one-half of those who left suicide 
notes also communicated their intentions prior to 
taking their lives. The following are examples of 
some of the notes: 

• "Call the police. I've killed myself in the 
Garage" (left by a 38-year-old married male 
0-3 who was a Reserve Officers' Training 
Corps (ROTC) instructor who was de¬ 
pressed over his marriage and stressed in 
his work. He hanged himself in his garage.) 

• "To my beloved wife. This will be the last 
time we will talk! I want you to know I 
loved you so much! I kept asking myself 
why? I could come up with no answer! 
Don't worry about me now, I am at peace 
with GOD! Finally I thought I would be 
afraid to die and I am. God put me on earth 
& I was a FAILURE! I'm sure I can do his 
will much better in heaven. Please comfort 
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my mom. She will need you more than 
ever! I'm so sorry! I loved you more than 
life itself, if only you believed in me! I will 
be your holy spirit forever amen! I love 
you! XOXXOXO" (left by a 19-year-old male 
E-4 who had been married for 6 months 
when his wife left him, returning to live with 
her mother. She was extremely immature 
and dependent on her mother, who kept tell¬ 
ing her that her husband was no good. Two 
days after she left him—at her mother's urg¬ 
ing—he hanged himself, leaving this note on 
the back of their wedding picture) 

• "I loved her so much. I'm so sorry but this 
is how its gotta be. I hate life. Life's done me 
wrong. Please God forgive me but I'm weak. 
My lifes finished.'' (A 20-year-old male E-3 
had physical problems resulting from an 
earlier automobile accident. He was dis¬ 
traught over the recent death of a close 
friend and told his girlfriend he was going 
to kill himself. Shortly thereafter, she broke 
up with him. He shot himself in the head 
with a .38 revolver) 

Suicide and Malingering 

Certain institutional settings, such as the mili¬ 
tary and correctional facilities, are frequently con¬ 
fronted with malingered behavior. The goal of this 
conscious deception is to avoid unpleasant duty, 
work, or situations. Feigning illness or injury to 
avoid hazardous duty such as combat is particu¬ 
larly important. Such unchecked conduct can rap¬ 
idly deplete necessary manpower requirements. This 
leaves the remaining units vulnerable. 

The military has always been vigilant for shirk¬ 
ers. Included in the Uniform Code of Military Jus¬ 
tice is the specific crime of malingering. Article 115, 
which, in part, states: 

Any person subject to this Chapter who for the 

purpose of avoiding work, duty, or service 

1) feigns illness, physical disablement, mental 
lapse, or derangement; or 

2) intentionally inflicts self-injury; shall be pun¬ 
ishable as a court martial may direct. 3<ppIV_68) 

The maximum punishment for malingering a 
self-inflicted injury in time of war includes a dis¬ 
honorable discharge and confinement in prison for 
10 years. Less serious malingering, such as feigning 
illness during peacetime, can be punished with a 


dishonorable discharge and confinement for 1 year. 

The military crime of malingering does not dis¬ 
criminate mental disorder. An interesting conflict 
arises when suicide gestures are prosecuted. The 
military policy outlined in official regulations re¬ 
quires suicide be a command concern. Occasion¬ 
ally, however, repeated suicide gestures are puni- 
tively dealt with. At the unit level, frustrated 
commanders may respond to repeated suicide ges¬ 
tures with nonjudicial punishment or administra¬ 
tive separation from the service. 

In only the rarest cases does a suicide attempt 
result in prosecution by court martial. This was the 
case in U.S. v. Johnson. 23 Johnson's legal case was 
complicated by the uncontroverted use of heroin. 
After his arrest for possession of the narcotic, 
Johnson fashioned a crude noose from an electrical 
cord and attempted to hang himself in the military 
police building. Johnson was hospitalized for a week 
following this attempt. Following discharge, 
Johnson purchased a quantity of heroin and in¬ 
jected a large amount. This near-fatal overdose rep¬ 
resented a second serious suicide attempt. The grav¬ 
ity of this act was underscored by the accidental 
discovery of Johnson in a near-death condition. 
Prosecution and conviction were upheld by the U.S. 
Court of Military Appeal, the highest military court. 

Assisted Suicide 

In some rare cases, a suicide involves the partici¬ 
pation of another person. These deaths raise diffi¬ 
cult ethical, moral, and legal concerns. The military 
is not immune to such dilemmas. 

In U.S. v. Verraso, 2i the accused soldier Verraso 
assisted in the suicide death of another soldier, 
Tamary Meza-Luna. Court records indicate that 
Verraso placed "the loop [of rope] around her [Meza- 
Luna's] neck leaving about three inches of slack 
between the rope and her neck." Verraso then left 
the area only to find out the next morning that 
Meza-Luna had indeed died. The relationship be¬ 
tween these two people was complicated and had 
involved a prior joint suicide gesture. Verraso was 
convicted and received an 8-year prison term for 
her complicity. 

Suicide Prevention 

Some proportion (possibly as much as one-half) 
of active duty suicides may be preventable. Some 
individuals at high risk for suicide may exhibit 
signs that should alert coworkers. Military mem¬ 
bers work in units where their behavior is observ- 
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able and where support is available. Because of this, 
the military is theoretically an ideal environment 
for suicide prevention. The problem in applying 
these resources is twofold: (1) getting first-echelon 
supervisors and coworkers to recognize the problem 
in the first place, and (2) getting them to act on it. 
With respect to the former, there are a number of 
hurdles to overcome. The overwhelming majority 
of active duty suicides involve people who are quite 
ordinary in most respects; however, their perceived 
problems are greater than their coping skills. As a 
result, they are likely to be depressed, and the 
symptoms of depression can serve as tripwires 
that indicate a need for remedial action. For ex¬ 
ample, many of them become distant and self- 
isolating. Their coworkers are likely to misread 
these signals and simply write them off as a jerks 
and reciprocate by ignoring them. Because they 
are essentially "normal" when they talk about 
suicide, their coworkers disregard them and as¬ 
sume they are either "kidding" or exaggerating 
how they feel. 

Even if coworkers or immediate supervisors sus¬ 
pect a person might be at risk, many do not know 
what to do. Some of them ask the potential victim to 
promise not to do anything stupid; others ignore 
them because they feel uncomfortable about deal¬ 
ing with another person's personal problems. Some 
are unwilling to refer them to the mental health 
professionals because they think doing so will have 
a negative impact on their careers. Some simply do 
not know what to do and put off taking action until 
they are forced to do something. 

This is ironic because military members are un¬ 
der almost constant surveillance by subordinates, 
peers, and supervisors. Any change in personality 
or overt behavior ought to be readily apparent and, 
when correctly interpreted as being symptomatic of 
a problem, should trigger an organizational re¬ 
sponse. Moreover, immediate coworkers are often 
aware of one another's problems, especially if those 
problems are serious. Thus, a coworker who knows 
a colleague is separated and in the process of get¬ 
ting a divorce, who is depressed at the prospect of 
losing custody of his children, and who has finan¬ 
cial and substance abuse problems, should have 
good reason to suspect the victim is on seriously 
shaky grounds. When this is compounded by the 
victim making "good-bye" statements or even by 
talking about suicide, his colleagues need to recog¬ 
nize that the victim is in a serious emotional crisis 
and that suicide is a possible outcome. The follow¬ 
ing case studies illustrate this point: 


Case Study 33 

A 38-year-old E-5 had a history of marital problems. 
His wife told him she wanted a divorce. He had financial 
problems, and his performance at work was slipping. 
Shortly after going to mental healthcare for “stress,” he 
shot himself in the head with a .22 rifle. 

Case Study 34 

A 40-year-old E-6 was separated from his wife. He had 
serious financial problems and had been arrested for 
driving while intoxicated. He complained about being 
overstressed at work and told several coworkers that he 
was thinking about killing himself. The coworkers told his 
first sergeant, and while the first sergeant was thinking 
about directing him to mental health, the E-6 shot himself 
in the chest with a shotgun. 

Case Study 35 

A 21 -year-old E-2 was involved in a stressful relation¬ 
ship that was terminated by his girlfriend. He told her that 
if she left him, he would kill himself. She contacted his 
NCOIC (noncommissioned officer in charge), who took no 
action. The E-2 shot himself in the chest with a revolver. 

Case Study 36 

A 23-year-old E-4 was separated from his wife and had 
serious financial problems. He told several coworkers that 
he didn’t think he could get “out of the hole he dug for 
himself.” Three days before he was due to appear in court 
on a bad check charge, he shot himself in the right temple 
with a pistol. 

All of the cases cited above (and none of them are 
unusual) share several common features. First, the 
victims were experiencing serious problems in their 
intimate relationships; second, each had colleagues 
who were well aware of the victim's problem; and 
finally, helping resources exist that could have ad¬ 
dressed all of these problems but were not used. 

Failure to prevent suicides generally occurs for 
one or more of the following reasons. First, the 
victim concealed the potential for suicide because 
of his problems, and coworkers were not aware of 
that possible outcome. In this connection, it is im¬ 
portant to remember that a certain proportion of 
people at risk are going to kill themselves, and there 
is probably nothing that can be done to stop them. 
Second, some suicides are leadership failures. In 
this category, the signs and symptoms although 
clear were ignored. Most of the time when this 
happens, it is because others are afraid to "mess 
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with another person's personal affairs" or because 
they do not know what to do or who to turn to for 
help. Finally, some suicides are mental health fail¬ 
ures. A substantial minority of individuals at risk 
go to a mental health professional (either by referral 
or at their own initiative) and, for whatever reason, 
subsequently kill themselves. 

The second problem in preventing suicides in the 
military involves how the system reacts to potential 
suicides when they are identified. The suicide "prob¬ 
lem" is widely regarded as "belonging" to mental 
health. When people are identified as being at risk, 
they are likely to be sent to a mental health profes¬ 
sional for evaluation and treatment. A good many 
mental health professionals believe that suicide is a 
psychiatric problem, and their evaluation protocols 
typically involve clinical interviews that look for 
psychiatric problems. If the person who has been 
referred is depressed but does not suffer from a 
psychosis or debilitating character or personality 
disorder, he may be able to talk his way out of 
treatment. 

This is compounded by the fact that primary care 
providers in the military are typically young and at 
the entry phase of their careers. In a nutshell, many 
of them are easily misled by those whom they evalu¬ 
ate. If a person is sent to a mental health profes¬ 
sional for suicidal ideation, all he needs to do is tell 
the provider he was feeling blue but now realizes 
the error in his thinking and is embarrassed at the 
stir his comments have set into motion. If the 
counselee shows the appropriate deference and talks 


a good game, he will be quickly released with the 
diagnosis of acute adjustment reaction and told to 
call back if he thinks doing so is necessary. 

How then does one know if there is a suicide 
problem or if the number of suicides at a given 
military facility is "within normal limits?" It is the 
judgment of the first author that three suicides 
within any 12-month period constitutes a cluster 
and indicates the existence of a problem. When 
viewed as a tripwire, this figure can be used to 
initiate an examination of the context in which the 
suicides occurred to see if the problem is either a 
leadership or mental health professional failure. 

Military communities interested in suicide pre¬ 
vention look for ways to keep people at risk from 
killing themselves. Suicide prevention programs 
may offer hot lines so people contemplating suicide 
can call someone who will listen to them or by 
putting out fact sheets or information bulletins on 
suicide. Although these approaches have value, 
they may not be the most effective way to prevent 
suicides. Based on the theme of failure seen in 
suicide notes, it might make more sense to offer 
programs to help people deal with failed relation¬ 
ships and financial, substance-abuse, and work- 
related problems. These people do not kill them¬ 
selves because they want to die; they kill themselves 
because they cannot cope with their problems, and 
suicide is a vehicle for making the problems go 
away. Programs that deal with those kinds of prob¬ 
lems may have the indirect consequence of reduc¬ 
ing suicides. 


CONCLUSION 


Violent deaths are neither random nor mysteri¬ 
ous events. They occur within specific contexts and 
can be understood in light of the overall events of 
which they are a part. They are difficult to prevent 
because they often represent circumstances largely 
created by people who then react badly to those 
circumstances. The prevention of violent deaths 
requires the identification of those at risk and inter¬ 
vention in ways that facilitate positive outcomes. 
The people in the best position to identify those at 
risk are the individual's coworkers and immediate 
supervisors; however, many of them do not know 
how to recognize risk factors or what to do even if 
they do recognize them. The military is in an ideal 
position to deal with this issue through its profes¬ 


sional military education. By training supervisors 
to recognize the symptoms of those at risk and by 
encouraging them to make the appropriate refer¬ 
rals, it should be possible to offer the kinds of 
intervention that are likely to make the biggest 
difference. 

In conclusion, homicide and suicide in the mili¬ 
tary have been less frequent than in civilian life. The 
circumstances of military and civilian deaths are 
similar with the preponderance of interpersonal 
conflict and the notable exception of the lack of 
drug-related murders within the military. We find 
no evidence that the lethal violence that is the mis¬ 
sion of the military is reflected in the lives and 
deaths of active duty military personnel. 
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INTRODUCTION 


Although some argue that combat itself is so 
highly unethical as to defy attempts to apply any 
ethical precepts, some cultures have had specific 
ethical principles for engaging in combat. 1,2 When 
cultures with divergent ethical standards have en¬ 
gaged in war, controversies have arisen. This was 
seen, for example, when European settlers came 
into conflict with Native Americans. Some tribes 
felt that the ultimate honor one could accord an 
enemy was to torture him to death so that he could 
display his courage. 3 Similarly, the Japanese out¬ 
raged Americans by a "sneak attack" without a 
declaration of war on Pearl Harbor in 1941 with the 
Japanese position that this attack was a brilliant and 
ethical military maneuver, a position apparently 
endorsed by Israeli and Arab forces in some of their 
wars. 4,5 In subsequent wars, surprise initiation has 
become commonplace. Another example of diver¬ 
gent ethical positions occurred when American 
forces surrendered to the Japanese in the Philippine 
Islands. The samurai ethics of Bushido held sur¬ 
render to be a heinous crime placing the perpe¬ 
trator beneath contempt. 6 As a result, American 
prisoners of war were harshly treated and many 
perished. 7 

Starting with the medieval concept of chivalry, 
European ethics of combat were increasingly codi¬ 
fied and formalized although there were many 
lapses. 8 In the American Civil War, General 
Sherman's slash-and-burn march through Georgia 
to isolate Confederate forces from supply support 
marked a major change in the American ethics of 
war because civilian populations became embroiled 
in what had been an occupation of professional 
military men. 2 In more modern times, one can see an 
extension of this concept in the fire bombing of 


Dresden, 9 the atomic bombing of Hiroshima and 
Nagasaki, 10 and the forced relocation of villagers in 
Vietnam. 11 The Nuremberg trials after World War II 
have shown, however, that there are definite limits 
to waging war on civilians. 12 Following his Vietnam 
service, the defense argued that First Lieutenant 
William Calley of the infamous My Lai massacre 
was no more guilty than pilots who bombed North 
Vietnam, killing thousands, because both were at¬ 
tempting to destroy the support infrastructure of 
the enemy. 13 The jury, composed almost entirely of 
combat veterans, did not agree, and Calley was 
convicted of over two dozen murders. In Calley's 
case, specific U.S. Army regulations were violated, 
and he was convicted not of ethical but of criminal 
offenses. 

Psychiatry is not alone among the professions in 
having this sort of ethical dilemma when serving in 
the military, nor is the military the only institution 
in which it arises for psychiatrists. It is unavoidable 
that problems arise regarding conflicting loyalties 
and contradictory goals. Whether or not these are 
experienced as problems by the individual psychia¬ 
trist, or if they are so experienced, whether they are 
acknowledged, are important correlative issues and 
of special interest. 

Finally, it needs to be emphasized that questions 
of professional ethics are not the sole prerogative of 
psychiatrists but also must be considered by other 
mental health disciplines and their noncommis¬ 
sioned officer and enlisted counterparts. In addi¬ 
tion, it must not be forgotten that combat psychiatry 
is also practiced by general medical officers and 
physician assistants and, to some extent, by platoon 
medics and all other U.S. Army Medical Depart¬ 
ment clinicians on the battlefield. 


ETHICS OF PSYCHIATRY IN WARFARE 


Before the Vietnam conflict, military psychia¬ 
trists seemed confident that their goals and meth¬ 
ods conformed to the values of both the military 
and the American people. These earlier military 
psychiatrists perceived that the rationale for 
America's military activities sufficiently satisfied 
the criteria for a "just" war and saw little role 
conflict or moral dilemma associated with encour¬ 
aging the soldier-patient to return to combat re¬ 


gardless of residual psychiatric symptomatology. 14 
However, in conjunction with the controversial Viet¬ 
nam conflict, a frank and impassioned debate 14 
erupted within psychiatry concerning the proper 
role for psychiatrists in time of war, especially mili¬ 
tary psychiatrists. Underlying this debate was the 
critical moral or ethical question for whom does the 
military psychiatrist work—the individual patient 
or the military organization? Novelists such as 
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Rosten (Captain Newman, MD) 15 and Heller (Catch- 
22) 16 have also addressed this issue, setting their 
stories in the context of World War II. 

A military psychiatrist as a physician subscribes 
to the Hippocratic Oath and as an officer in uniform 
is governed by the Uniform Code of Military Justice 
and the oath sworn when commissioned. Concep¬ 
tually, the potential conflict between these oaths 
reaches its most extreme point when the military 
psychiatrist must decide whether to conform to his 
soldier-patient's wish to be medically exempted 
from further exposure to the high-risk, high-stress 
combat environment or to satisfy the military's con¬ 
trary expectation that he be returned to that envi¬ 
ronment even if he is in some emotional distress. 

It is not new to observe 17 that psychiatric patients 
seen under combat conditions might themselves 
suffer with a conflict between self-protective mo¬ 
tives and feelings of obligation to military com¬ 
rades and goals. Likewise, psychiatrists who have 
not been sufficiently schooled in the goals and meth¬ 
ods of military psychiatry have been noted 18 in 
previous wars to fail to understand the competing 
sides of the soldier's struggle to overcome his fear, 
to overly empathize with the soldier's self-protec¬ 
tive side, and to overdiagnose psychiatric distur¬ 
bance. What was new from the Vietnam period 
were the expressions of doubt as to what constitutes 
the ethical practice of psychiatry within the mili¬ 
tary—expressions that were vocalized primarily in 
the latter half of the war coinciding with the influx 
of civilian-trained psychiatrists into the services 
and with the increasing divisiveness among Ameri¬ 
cans regarding the war. 14 

By way of a literary example, in chapter 10, 
"Gentlemen, it works" of Glasser's fictionalized 
account 19(ppl24_148) of his experiences as an U.S. Army 
doctor assigned to an army evacuation hospital in 


Japan during the middle phase of the Vietnam con¬ 
flict, he vividly portrays both sides by presenting an 
ersatz official stateside briefing on combat 
psychiatry's development, logic, and field methods 
(eg, brief, simple treatments provided near the 
soldier's unit and followed by rapid return to com¬ 
bat duty). The briefing was periodically interrupted 
by reflections of drafted psychiatrist Kohler regard¬ 
ing his own clinical experiences in Vietnam. Al¬ 
though initially skeptical of "the military machine 
with its emphasis on interpersonal rather than 
intrapersonal psychopathology," 19(pl40) Kohler came 
gradually to appreciate the pragmatic value of the 
approaches used by military psychiatry to stem the 
psychological breakdown of stressed combat sol¬ 
diers (and his patients expressed their apprecia¬ 
tion). However, the piece ends with Kohler return¬ 
ing to his original worry that he could have been 
sending vulnerable soldiers back to face the risks of 
combat (echoing Livingston's 1969 20 concern): "It 
works. The men are not lost to the fight, and the 
terrifying stupidity of war is not allowed to go on 
crippling forever. At least, that's the official belief. 
But there is no medical or psychiatric follow-up on 
the boys after they've returned to duty. No one 
knows if they are the ones who die in the very next 
fire fight, who miss the wire stretched out across the 
tract, or gun down unarmed civilians. Apparently, 
the Army doesn't seem to want to find out." 19(pl48> 

This chapter will examine the arguments that 
serve as justification for the policies, field prin¬ 
ciples, and techniques that compose the doctrine of 
combat psychiatric treatment. It also will examine a 
number of associated ethical questions surround¬ 
ing military medicine and military service. The chap¬ 
ter will review challenges to the doctrine and pro¬ 
vide an analysis of the effects of the competing 
value systems on military psychiatrists. 


TREATMENT AND PREVENTION ISSUES 


The Ethics of Military Medical Triage 

The principles of medical triage 21(pl82) developed 
in disaster (mass casualty) situations for medical 
personnel were limited so that not all can be treated. 
In ordinary emergency situations, the most seri¬ 
ously ill would be treated first to save life and limb, 
but in military triage situations, the most seriously 
ill might be allowed to die so that limited medical 
resources can be devoted to salvaging the lives and 
limbs of the less seriously injured. In combat set¬ 


tings, this might be carried a step further in render¬ 
ing care first to those most likely to carry out the 
combat mission, that is, the lightly wounded and 
combat stress casualties. 

The military triage situation is "mission driven" 
and "resource scarce" and thus creates serious ethi¬ 
cal dilemmas in terms of individual survival. Dif¬ 
fering perspectives on impairment result in a con¬ 
flict between putting the mission first versus the 
risk of increased morbidity. The principle of mili¬ 
tary medical triage 21 holds that individual soldiers' 
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interests can be sacrificed when necessary either for 
the medical welfare of other soldiers or to further 
military goals. In practice, the need for such sacri¬ 
fices may be rare. During the Vietnam conflict, for 
example, no efforts were spared to assist critically 
injured soldiers, and after evaluation, only those 
with the most severe head wounds were considered 
unsalvageable. 22(pl56) 

The application of the military medical triage 
principle for the purpose of benefiting the military 
objective was exemplified during World War II in 
North Africa when penicillin was scarce in supply, 
but soldiers needed it. Some soldiers had been 
wounded in battle, and others had venereal disease. 
The available penicillin was given to the latter group 
because they could return to the front. 23,24,25(pp209_210) 

An application of the military medical triage 
principle being applied for the sake of other sol¬ 
diers is reported by Hinds, 26 a British physician and 
medical historian. This situation occurred after an 
airplane on which he was traveling crashed in the 
desert. Eight men were badly injured and needed 
pain medication to survive the 120-mile journey to 
obtain care. Yet, there were but four doses of mor¬ 
phine. Hines gave the limited morphine to those 
who had the best chance of survival. 

Analogously, during combat, military physicians 
may have to decide which service persons' treat¬ 
ment should be given priority. More specifically, 
they may have to decide whether to give priority 
to treating soldiers so that they can return to the 
front or to saving the maximum number of lives. 
A relatively different emphasis between these 
two goals occurred, for example, during World 
War II. The German army placed greater priority 
on returning injured soldiers to the front, the 
United States, on sending injured soldiers to the 
rear for rehabilitation. 27 

Yet, triage and different degrees of risk-taking by 
certain groups is less than fully analogous. When 
triage takes place, no group is singled out on the 
basis of some preexisting characteristic that sub¬ 
jects some to a greater risk of morbidity or death. 

The Right To Refuse Treatment 

Many civil rights are lost or abridged when one 
joins the military, including the right to refuse legal 
orders even if they may result in one's death. Often 
decried 28,29 in medical circles is the loss of medical 
confidentiality although regulations 28,30,31,32 limit 
access to medical records to those with a need to 
know. Paradoxically, while this pillar of medical 


practice is pushed aside, the right to refuse medical 
treatment is preserved except in emergency situa¬ 
tions in which the patient may lose life or limb. 

The military has occasionally been subjected to 
the same difficult situation encountered in civilian 
jurisdictions when an involuntarily detained pa¬ 
tient meets detention or commitment criteria but 
has the right to refuse treatment. A military mem¬ 
ber may be ordered into a psychiatric facility for 
evaluation by his commander; however, this situa¬ 
tion does not give physicians the right to treat 
involuntarily. With psychotic mental patients, this 
situation may result in lengthy hospitalization until 
spontaneous improvement allows nonhospital dis¬ 
position or persuasion or deterioration to the point 
of danger to life or limb allows hospital treatment. 
Such a case described by Beighley and Brown 33 
resulted in 5 weeks' delay in treating a psychotic 
manic-depressive patient. 

The military does have a procedure by which a 
member who refuses treatment may be eliminated 
from the military. This lengthy procedure involves 
review by the applicable surgeon general. In 1973, 
the second author, in his capacity as chief of psychi¬ 
atric services at a major army medical center, en¬ 
countered a case in which the procedure took one- 
half a year and was still unsatisfactory because the 
military member did not get appropriate care after 
being discharged. 

Military Physicians Treating Combat Fatigue 

The handling of psychiatric breakdown during 
the stress of combat was generally considered to be 
a command issue until the introduction of psychia¬ 
trists into the Russian medical support structure 
during the Russo-Japanese War. 34 Previously, such 
combat breakdown was attributed to physical causes 
(such as "soldier's heart" in the U.S. Civil War) or 
moral weakness (cowardice). 35 Management tended 
to be medical (rest and medications) or coercive 
(court martial or death). Russian psychiatrists 34 of¬ 
fered an alternative by labeling such stress casual¬ 
ties as "insane," "neurasthenic," or otherwise not 
responsible. As recently as World War II, America's 
General Patton 36 frankly considered combat stress 
casualties to be cowards. 

Gradually, the medical view held sway because 
this approach appeared more humane and prag¬ 
matically resulted in a greater salvaging of casual¬ 
ties who could return to combat or combat support 
duties. The battalion surgeon and the psychiatrist 
shared some of the commander's responsibility for 
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sending men back into combat where they might 
die. Because of inherent ethical dilemmas, this 
situation can become an uncomfortable role for 
physicians. 

One justification is expounded by Jones 37 who 
cites numerous examples that illustrate that when 
military psychiatrists treat combat stress casualties 
on the basis of principles such as proximity and 
expectancy, not only the military but also, over the 
long-run, these service persons also benefit. That is, 
if they are returned to the front after a few days, 
they have appeared to experience no subsequent 
psychological morbidity greater than their untreated 
fellow soldiers. 

Thus, in this situation, the conflict cannot be 
fairly characterized as the military's interests ver¬ 
sus soldiers' interests. Rather, to some extent, the 
military and service persons' interests are in agree¬ 
ment. If the combatant dies after returning to duty, 
this may not be the case; but, this outcome may be 
justified on other grounds. Further, if military psy¬ 
chiatrists actively tried to protect combatants with 
combat fatigue from reentering combat, they would 
violate the soldiers' prior expectations and break an 
implicit promise to them. Furthermore, some other, 
less-experienced and presumably less-skilled indi¬ 
vidual would have to assume the risks from which 
the combat stress casualty had been removed. 

Combat stress casualties seek medical handling 
and rarely overtly ask to be removed from combat. 
If they should ask to be removed from combat and 
if the ethical principle of respect for their autonomy 
were prioritized, this would require military physi¬ 
cians to permit their request, even though they 
might at that time be psychologically impaired. The 
consequence of granting their request might be 
subsequent morbidity from feelings of guilt and 
low self-esteem, and furthermore, they might be 
subject to court martial. Desertion in the face of the 
enemy is a capital offense. Even if a combatant 
showed manifestations of combat fatigue, this is not 
usually sufficient to justify medical evacuation be¬ 
yond first or second echelon levels. Ethically, it may 
be that the stressed soldier should retain decision¬ 
making capacity because he is still competent to 
decide what he wants. For comparison, in civilian 
settings, physicians may not be justified in overrid¬ 
ing their patients' desire to refuse a life-saving 
operation even when the patient is depressed. 

Even if such patients are considered to retain 
competence, however, military psychiatrists would 
have some justification, when unsure, to err by 
treating them as if they primarily had combat fa¬ 


tigue and, once recovered, would want to return to 
duty. This usually is the case, 38,39 and psychiatrists 
lack the means of determining when it is not. More¬ 
over, treating most combatants with combat fatigue 
so that they can return to duty is necessary for the 
welfare of the unit and the military combat mission. 
The soldier's return to duty also, in at least a major¬ 
ity of instances, 38 is necessary to prevent numerous 
others who also feel afraid during combat from 
following suit. Just as they may have to sacrifice 
their lives, if necessary, for the combat effort, those 
who show symptoms of combat fatigue, to some 
degree, may have to sacrifice their autonomy. To 
this extent, the benefit to the military is opposed to 
the interests of the soldier with combat fatigue. 

The incident regarding combat fatigue cited of¬ 
ten in the ethical literature 40-42, 43(pp261 262) & p resg 

report of an air force sergeant who had flown many 
combat missions in Vietnam and subsequently asked 
to be relieved from further combat duty. Air force 
psychiatrists assessed his condition, diagnosed it as 
a stress reaction, treated him for combat stress with 
psychotropic medication and psychotherapy, and 
returned him to duty. 42 

Veatch reports that Newman, a physician, ar¬ 
gued, however, that the psychiatrists who treated 
this sergeant created an "iatrogenic psychosis." 42(p246) 
Newman was asserting, of course, that this soldier's 
request to be removed from combat was "genuine," 
and therefore, he should not have been treated for 
combat fatigue. As just discussed, however, there is 
sufficient justification for military physicians to 
treat service persons for combat fatigue even when 
their request to be removed from duty is in part 
genuine. Namely, military psychiatrists lack the 
means of distinguishing combat fatigue from "genu¬ 
ine" requests, the military will benefit, and to the 
degree combat fatigue exists, the service person 
will benefit if he survives combat. Service persons 
also have agreed implicitly, even when conscripted 
because they could refuse conscription and face 
penalties, when entering the military to give their 
lives, if necessary, much less their autonomy, for 
the combat mission. They also expect the military to 
do what they can to protect them. 

It could be asserted, in agreement with 
Newman's 42 claim, that any soldier entering combat 
willingly is irrational. Lifton 44 contends, for ex¬ 
ample, that service persons sometimes initially seek 
out combat experience enthusiastically because of 
"male bravado." Lifton gained this impression from 
the not unbiased comments of "rap groups" of 
antiwar veterans, and his description of their at- 
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tempts to understand their earlier motivation for 
entering combat is noteworthy: "They probed un¬ 
sparingly the source and fears beneath their male 
bravado in enthusiastically (in many cases) 'joining 
up' and even seeking out the war." 44(p807) 

Lifton's observations, although involving only 
one small group of disaffected veterans, might be 
generalizable to others. That is, surely most Ameri¬ 
cans would prefer not to risk their lives in combat, 
although there have been societies in which this 
was the standard for males. For this reason, prac¬ 
tices such as those that follow are designed to en¬ 
hance service persons' "willingness" to take this 
risk. For example, a historical principle illustrated 
by Frederick the Great, and reaffirmed by army 
senior commanders often as late as World War I, is 
that the common soldier must fear his officer more 
than the enemy. General Wolfe in 1755 exemplified 
this practice. Wolfe informed his troops that "A 
soldier that quits his rank or offers to flag, is in¬ 
stantly to be put to death by the officer or Sergeant 
in the rear of that platoon: a soldier does not deserve 
to live who will not fight for his king and 
country." 45(p69) A second example would be the 
threatened use of courts-martial. 

It must be reiterated that combat fatigue casual¬ 
ties rarely claim that they wish to escape combat. In 
fact, they are more likely to evince a desire to return 
to combat but cannot do so due to their symptoms. 
Thus, their initial psychiatric symptoms tempo¬ 
rarily speak for them; that is, requesting an honor¬ 
able exit from combat. 

As noted, Newman 42 states that when military 
psychiatrists "treat" soldiers so that they again be¬ 
come willing to enter combat, they create "iatrogenic 
psychosis." This assertion is stated in another way 
by Lifton. Referring to military chaplains and psy¬ 
chiatrists, Lifton states "We can . . . speak of the 
existence of a 'counterfeit universe' in which perva¬ 
sive spiritually reinforced inner corruption becomes 
the price of survival." 44(p808) 

The answer to Newman and Lifton's claim, how¬ 
ever, is suggested by the last part of General Wolfe's 
statement, just quoted. That is, although few per¬ 
sons would want to risk their lives for their country, 
the vast majority would choose to do so despite 
their fear of death because they are willing to fight 
for their country. In suppressing this fear, however, 
they are exceptionally subject to combat fatigue, but 
they are better able to overcome this fear if their 
commanders, fellow service persons, and military 
psychiatrists, among others, exert pressure on them 
to do so. Such soldiers' decisions to reenter battle. 


fundamentally, however, are autonomous because 
they can refuse to give up their symptoms or can 
refuse combat and take the consequences. 

Newman 42 questioned military psychiatrists' abil¬ 
ity to assess combat fatigue accurately. He stated, 
"It is virtually impossible to refute a psychiatric 
diagnosis and the harder one tries, the more the 
attempt is viewed as additional confirmation of the 
severity of the 'mental illness.'" 42(p246) Newman ar¬ 
gued that military psychiatrists lack objectivity. 
However, all physicians—like military physicians— 
are at risk of having their objectivity distorted by 
the conditions under which they practice. Before 
the Civil War, for instance, when slaves ran away, 
they were sometimes given the diagnosis of 
drapetomania. 40 In the former Soviet Union, the 
mere expression of dissidence could raise the suspi¬ 
cion of schizophrenia. 46 Daniels, 47 a sociologist, has 
cited an example she considered particularly illus¬ 
trative of military physicians' institutional bias. She 
asked a military physician his response to sending 
soldiers to possible death. This doctor corrected her 
and told her that he was returning them only to 
"arduous duty." 47(p4) 

Bok 48 argued more generally that professional 
groups such as physicians and military personnel 
become increasingly insensitive because of the fre¬ 
quent crises occurring in their work. Insensitivity is 
not the same as bias but would be conducive to it. If 
Bok's assertion is correct, military psychiatrists, as 
other military physicians, would be doubly suscep¬ 
tible to acquiring bias. Jones' 49 argument that sol¬ 
diers suffering combat fatigue should be given the 
message that they are "just tired" and "will recover 
when rested" is consistent with this possibility. 
This assumption, pragmatically, is true. Yet, the 
phrase "just tired" can be construed as carrying 
within it the presupposition that if service persons 
were not just tired, they would want to return to 
duty. As discussed, this may not be the case. To the 
degree, then, that military physicians using this 
phrase have lost sight of the fact that it is not normal 
to want to risk being killed, they may appear biased. 
In fact, military psychiatrists are well aware of the 
nuances of these phrases. The phrase just tired saves 
the soldier from the self-doubt and self-guilt that he 
is a coward. 

The possibility of clinical bias would superfi¬ 
cially seem to be supported by Jones' 49 report that 
military personnel were willing during World War 
I to consciously delay service persons' diagnosis for 
the sake of military needs. Military aidmen were 
instructed to "tag" casualties of combat fatigue as 
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"not yet diagnosed." 49 This was necessary because 
poorly trained, nonphysician personnel had been 
tagging patients as "war neurosis" or "gas neuro¬ 
sis." By the time physicians saw them later and 
noted the transient nature of the problem, soldiers 
had latched onto the incorrect diagnosis as a ticket 
out of combat. This practice, thus, does not repre¬ 
sent deception, which ethically may be seen as a 
greater wrong than coercion and pragmatically, if 
discovered by service persons, could have signifi¬ 
cant adverse consequences on military physician- 
patient trust. Rather than being deceptive, this mea¬ 
sure postponed the diagnostic labeling until 
specialists could render it and prevent unfortunate 
labeling from adversely affecting treatment. In 
World War II, better trained personnel tagged such 
soldiers correctly as "combat fatigue," a transient 
disorder. 38 

Observing French and British treatment of com¬ 
bat stress reactions before U.S. entry into World 
War I, Salmon 50 abjured aversive techniques used 
by French and German physicians, such as the ap¬ 
plication of faradic current to ostensibly "para¬ 
lyzed" muscles. In a report to the Austrian military 
after World War I, Freud 51 noted that coercive elec¬ 
trical procedures were ineffective, usually produc¬ 
ing only temporary results. Salmon 50 relied on per¬ 
suasion, which on the surface may appear to be a 
less dramatic and weaker approach. In a situation of 
strained resources, persuasion may appear to be a 
luxury that takes time and resources; however, when 
policies were well-established toward the end of 
World War II and after the first few months in the 
Korean conflict, most soldiers could be returned to 
combat after a few nights' rest. 49 The system became 
quite efficient. Ethically, of course, it is much easier 
to justify persuasion than coercion in treatment. 

The Use of Drugs to Prevent and Treat Combat 
Fatigue 

Different kinds of ethical problems are raised by 
the ways in which military psychiatrists could at¬ 
tempt to prevent or treat combat fatigue. Military 
psychiatrists could, for example, give drugs to re¬ 
duce fear, 52 and drugs have been given to those who 
have experienced combat fatigue to help them re¬ 
turn to battle. 

While few psychiatrists would contend that psy¬ 
chological treatments of combat stress disorders are 
unethical, Flolloway 53 has argued that pharmaco¬ 
logical interventions to treat or prevent such disor¬ 
ders may be unethical. From ancient times, soldiers 


have utilized pharmacological agents to enhance 
combat motivation. The most utilized drug has been 
alcohol, an effective and readily available anxiolytic 
that unfortunately impairs motor performance. Vi¬ 
kings of the first millennium often fought after 
being intoxicated on mead (beer made from honey), 
and during the middle ages, armies often went into 
battle intoxicated. As late as World War II, Japanese 
troops sometimes prepared themselves for final, 
desperate banzai charges with saki. A medieval 
Moslem sect gave the word "assassin" to the En¬ 
glish language because of its members' use of hash¬ 
ish (they were called "hashishim") before they were 
sent to kill their leader's critics. Like alcohol, can¬ 
nabis can seriously impair combat performance, 
and it is unclear whether the hashishim were still 
"stoned" as they committed the assassinations or 
just convinced that they had experienced, briefly, 
the paradise that was to be their eternal reward. 52 

During World War II, using a newly discovered 
technique in which psychiatric casualties were se¬ 
dated with barbiturates given intravenously and 
then were asked to recall traumatic battle scenes 
(abreaction), Grinker and Spiegel 54 were able to 
return some otherwise unreachable cases to effec¬ 
tive service. This technique may still have some 
applicability in treatment resistant chronic post- 
traumatic stress disorder cases. It was quickly 
learned that this procedure was rarely necessary 
when casualties were given early forward treat¬ 
ment with rest and expectation. In Italy during 
World War II, Glass 38,55 found that the traditional 
treatment principles were adequate, and when he 
became Pacific consultant during the Korean con¬ 
flict, he emphasized them and discouraged phar¬ 
macological interventions. 

The Vietnam conflict was the first time U.S. forces 
had true anxiolytic and neuroleptic drugs. 56 Most 
widely used were the major tranquilizers 
chlorpromazine (Thorazine) and prochlorperazine 
(Compazine), medications that also decrease neu¬ 
rological ability to respond to threat. They slow 
troops down, decrease motor skills, and result in 
greater risk of injury from clumsy behavior and 
decreased alertness. Anxiolytics, primarily 
chlordiazepoxide (Librium) and diazepam (Valium), 
were also used in Vietnam to treat less severe psy¬ 
chiatric casualties and for alcohol detoxification. 

A sometimes unintentional treatment of psychi¬ 
atric symptoms occurred in Vietnam when soldiers 
would complain to battalion surgeons of the physi¬ 
ological components of anxiety (such as diarrhea) 
and would be given prochlorperazine (Compazine), 
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a standard but powerful antiemetic, antidiarrheal 
drug that is also a major tranquilizer. Because such 
medicated soldiers were typically returned to their 
units, ethical issues can be raised. By impairing 
motor skills, these drugs may have increased the 
soldiers' risks in combat. Should the physician in¬ 
form troops of the consequences of the medications 
they are taking, and should the soldier be involved 
in the decision? 

Following the disastrous results of a "medi¬ 
cal" (inhospital sedation on a medical ward) ap¬ 
proach to psychiatric casualties in the 1973 Arab- 
Israeli War, the Israelis banned hypnosis and 
medications, having read the U.S. literature and 
consulted with Walter Reed Army Institute of 
Research personnel. 57 In the 1982 Lebanon War, 
however, a few depressed patients were treated 
with antidepressants. 

If drugs are used to render soldiers less fearful 
before combat, Gabriel 58 has expressed concern that 
these drugs also could render service persons less 
emotionally able to appreciate the consequences of 
their actions. As a result, they might be willing to 
carry out otherwise unacceptable acts. Whether or 


not this speculation has a basis in fact is unknown. 
Yet, persons using alcohol clearly become less in¬ 
hibited and show more aggressive behavior. 
Whether drugs such as buspirone would have a 
similar disinhibiting effect during combat is un¬ 
known; however, most persons given buspirone 
become less aggressive. Other, as yet unknown, 
drugs might be used in the future to prevent combat 
fatigue in a beneficial manner. However, they might 
also increase the soldier's tendency to carry out 
overly aggressive acts during combat as suggested 
by Gabriel. 58 

Holloway 53 has speculated that the use of 
chlorpromazine (Thorazine) and similar medica¬ 
tions in Vietnam rendered some soldiers more sus¬ 
ceptible to subsequent psychological morbidity, that 
is, chronic post-traumatic stress disorder. He fur¬ 
ther speculated that these drugs (and possibly ille¬ 
gal drugs such as heroin) prevented service persons 
from having the capacity to "process" what they 
were feeling so that neither then nor later could they 
have the same capacity to express or "abreact" their 
emotional responses. There are no studies to con¬ 
firm or deny this hypothesis. 


DIAGNOSTIC ISSUES 


Combat Refusal as a Form of Combat Stress 
Casualty 

Although some military psychology writers 59 are 
inclined to lump combat stress casualties with genu¬ 
ine combat refusal cases (conscientious objectors), 
one must be careful to distinguish them to avoid the 
misuse of psychiatry as exemplified by the former 
Soviet treatment of dissidents. 

Handling those who refuse combat while evi¬ 
dencing combat stress symptoms as stress casual¬ 
ties is beneficial because the soldier avoids being 
prosecuted for a capital offense, and after appropri¬ 
ate treatment, the military retains a soldier who is 
capable of further service. 

At the other end of the spectrum are soldiers 
refusing to leave combat when impaired. An Israeli 
physician served with an infantry commander who 
became increasingly reckless of his own safety and 
was finally killed on a combat mission. In retro¬ 
spect, the physician felt that the commander was 
suffering from increasing anxiety and degradation 
of performance ("old sergeant syndrome") but chose 
death rather than admit to a psychiatric break¬ 
down. The Israeli physician felt that he might have 


erred in not medically evacuating the commander, 
but the grounds for doing so would have been 
difficult to establish. 60 

Conscientious Objectors 

The U.S. military has recognized that certain 
religious creeds forbid aspects of military service. 
Army Regulation 600-43, Conscientious Objection, 61 
recognizes two kinds: (1) 1-0, which precludes any 
military involvement, and (2) 1-A-0, which allows 
one to serve in uniform but not to engage in combat. 
The military has generally held that an individual's 
scruples against combat must be based on religious 
affiliation to qualify for conscientious objector sta¬ 
tus. Furthermore, if the objection is to a particular 
war because one believes it to be illegal or unjust, 
this is not considered justification for conscientious 
objector status. 

The military has been disinclined to grant consci¬ 
entious objector status to service members who 
declare conscientious objector convictions after en¬ 
try to active duty, particularly if their conversion 
occurred after receiving orders to a combat zone or 
if it followed lengthy education or training and the 
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service member is scheduled to put that training 
into action. Such a person may be viewed as using 
conscientious objector status as a ruse to evade 
obligated duty. 

Case Study 

About 1 year after completing a military psychiatric 
residency, Captain MC stationed in the United States 
declared himself a conscientious objector who could not 
wearthe military uniform. Captain MC had been an exem¬ 
plary psychiatrist in his military-affiliated residency and, 
during his senior year, had been selected as chief resi¬ 
dent. Background information revealed that his decision 
to enter psychiatry had been influenced by his mother’s 
chronic mental illness. Aftercompleting residency, he had 
attended meetings with the Society of Friends (Quakers) 
and had gradually identified with their creed of nonvio¬ 
lence. He was in no danger of being assigned to the 
combat zone (South Vietnam), but he became convinced 
that he could not contribute to the war effort. After lengthy 
administrative evaluations, his conversion was accepted 
as genuine, and he was separated a few months earlier 
than he would have been had he served out his obligation. 

Comment: While one could speculate on the identity 
crisis faced by one reared in this psychiatrist’s circum¬ 
stances, those who knew him well could not doubt the 
genuineness of his convictions or the validity of his con¬ 
version as a Quaker. It is military policy to obtain evalua¬ 
tions by chaplains, psychiatrists, and commanders to 
validate the genuineness of the alleged conscientious 
objector status and to ensure that this religious conviction 
is not secondary to a mental illness. 

Individual Service Persons Taking Exceptional 
Risks 

War is replete with examples of individual gal¬ 
lantry and heroism. We honor such valor with med¬ 
als, memorials, and national holidays, and their 
sacrifices have become an enduring aspect of our 
national heritage. However, equity may be violated 
if individual service persons are permitted repeat¬ 
edly to take exceptional risks. During his tour as a 
division psychiatrist during the Vietnam conflict, 
the second author saw one man who volunteered 
initially to be a "tunnel rat." If he had continued to 
volunteer for this unusually hazardous duty, the 
risk he would have been taking would have become 
increasingly disproportionate to the risks taken by 
others. At some point, this risk might become un¬ 
just. This soldier, however, subsequently declined 
this role and allowed others to volunteer for this 
particularly dangerous mission. 

Service persons might, of course, volunteer to 
take exceptional risks for several reasons. Some 


may enjoy engaging in highly risky behavior. Oth¬ 
ers may volunteer for altruistic reasons, but in some 
cases, this altruism may reflect hidden guilt and an 
unconscious need to be punished. 

Those who can repeatedly carry out dangerous 
missions may have exceptional capacities for with¬ 
standing this stress, and the military's utilizing 
their strengths may enhance the combat mission. 
Helicopter pilots, for example, may carry out risky 
missions because of physiological or psychological 
characteristics. 62 Yet, if service persons take dispro¬ 
portionate risks, equity is violated, and their re¬ 
peatedly taking these risks at some point could be 
forbidden. 

The principle of respecting service persons' au¬ 
tonomy may be opposed to the principle of equity. 
That is, the service person who enjoys high risks or 
has exceptional capacity to function under stress 
might, like the service person volunteering to be a 
tunnel rat, freely volunteer. The assumption that a 
person's freedom to take risks should sometimes be 
limited so that he does not take on an unfair burden 
is commonplace. In civilian settings, for instance, a 
limitation is placed on the kinds of research for 
which subjects can volunteer. 12 Even if researchers 
themselves volunteer, a human use committee may 
disapprove the research on the ground that it is 
unduly dangerous. For a similar rationale, some 
limit should exist when service persons repeatedly 
volunteer for dangerous duty even if their motiva¬ 
tion seems genuinely altruistic. 

The service person in combat differs consider¬ 
ably from the subject of research. Potentially, a 
service person's bravery could save his unit and, 
using the example of World War II, conceivably 
thousands of lives. This, theoretically, could also be 
the case with research, as, for example, in research 
that could provide a cure for acquired immunodefi¬ 
ciency syndrome (AIDS). It is more likely, how¬ 
ever, that allowing a service person to take exor¬ 
bitant risks will be justified because of the great 
number of lives saved. At the very least, then, a 
service person should be permitted to take re¬ 
peated dangerous risks only when attempts to 
enlist other volunteers (capable of performing 
the duty) for the same hazardous duty have been 
unsuccessful. 

The military recognizes the need to share the 
risks of hazardous duty and, in the past, has initi¬ 
ated limited tours of combat duty and fixed num¬ 
bers of combat aviation missions. In addition to 
serving the principle of equity, this policy enhances 
morale. 62 
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COMMAND ISSUES 


Practices After Nuclear Attack 

Fatally irradiated troops pose pragmatic and ethi¬ 
cal issues. Such troops cannot always be readily 
identified and require enormous medical expendi¬ 
tures in personnel and other costs to treat. For 
example, a few might be saved by bone marrow 
transplants. On the other hand, many of these troops 
are not debilitated in the early stages after expo¬ 
sure. In a combat setting, the most rational ap¬ 
proach might be to consider them fatalities, con¬ 
sider euthanasia for the most debilitated, and utilize 
the nondebilitated for high-risk missions. If eutha¬ 
nasia is not available, mere palliative procedures 
could consume medical resources needed elsewhere. 

Exceptional circumstances obviously could exist 
after nuclear attack. Jones 63 raised several questions 
such as whether service persons fatally exposed to 
radiation should be sacrificed for the "greater good" 
by having them carry out high-risk delaying ac¬ 
tions, kamikaze attacks, or operations in contami¬ 
nated areas. Further, closely related questions are 
whether service persons should be sent back to 
irradiated areas when their degree of previous ex¬ 
posure is unknown, and whether if they are sent 
back, they should be told beforehand that their 
additional exposure may be fatal. 

The last question is particularly complex because 
service persons who know that they could be ex¬ 
posed to fatal doses of radiation might refuse to 
return to the front. Under normal circumstances, as 
previously stated, it would be ethically permissible 
to ask service persons to make sacrifices to benefit 
their unit. The question Jones 63 raised involves pri¬ 
marily this issue: Is there any reason after nuclear 
attack that an exception to the usual ethical priori¬ 
ties should be made? 

The answer is possibly yes. Although it is ethi¬ 
cally permissible in most instances to withhold spe¬ 
cific information from service persons so that they 
can carry out combat duties more effectively, after 
nuclear attack, the consequences may be so devas¬ 
tating to service persons that the priority should 
shift to truth telling to preserve what dignity re¬ 
mains. 

Soldiers' dignity could be furthered, for example, 
by their commanders' choosing not to "use" them 
primarily as "means" to the units' end by sending 
them to certain death as would be the case if send¬ 
ing them on kamikaze attacks. Alternatively, be¬ 


cause the use of weaponry had "progressed" to the 
point of nuclear attack, it might be argued that more 
than ever, all-out attempts to win the conflict would 
be justified, and permitting service persons under 
these conditions to give their lives for their country 
would enhance their dignity. 

After nuclear attack, then, combat actions that 
are carried on might best be construed as falling 
into either of two categories, noncritical versus criti¬ 
cal means to achieve victory. In the former instance, 
to preserve service persons' dignity, they might not 
be sent back to the front because it could be antici¬ 
pated that this would probably mean their dying. 
At the very least, they should be told the truth 
regarding this likely consequence of their returning 
to battle. 

When further engagement by irradiated soldiers 
is critical on the other hand, the usual justification 
for permitting soldiers to sacrifice their lives will 
remain—despite the assault to human dignity likely 
to result after nuclear attack. In this circumstance, 
respecting service persons' dignity maximally might 
require allowing them to give their lives in, for 
example, any of the three ways Jones has described. 63 
Further, it may be that respecting soldiers' dignity 
in this situation also might mean not telling them 
that their reentering irradiated areas would or could 
mean their deaths. Withholding this knowledge 
could be justified in this instance if this were neces¬ 
sary to enable these service persons to continue to 
fight effectively. 

Ethically, the justification for giving priority to 
the combat mission—like allowing service persons 
who have been fatally injured to die—would be 
based on the principle of equity. That is, all soldiers 
risk death during combat. Soldiers who happen to 
have been injured should not necessarily be pro¬ 
tected from this risk. As with soldiers who are 
healthy, they, too, may be required to sacrifice 
their lives so that the combat mission can be 
accomplished. 

Sacrifices During Combat 

It is sometimes necessary for commanders to 
allow some soldiers to lose their lives knowingly for 
the greater interest of other soldiers and the mis¬ 
sion. Jones 49 referred to such a possible instance in 
the first case he discussed involving a soldier who 
was pinned down by enemy fire. Jones notes that in 
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this instance that the soldiers felt that there may 
have been a need to sacrifice some troops for the 
sake of the mission. 49 Jones described this same 
necessity, implicitly, when he stated that during the 
U.S. Civil War, commanders sometimes felt that it 
was desirable to "blood" the troops (expose them to 
wounded and dead fellow soldiers) to increase their 
effectiveness in later battles. 64 In addition, risky 
training exercises sometimes result in deaths, for 
example in parachute jumps. 

The principle underlying commanders' practices 
in these anecdotes is the same as the principle un¬ 
derlying military medical triage. Namely, as stated, 
it is sometimes necessary to sacrifice some service 
persons' lives to achieve victory, if this sacrifice is 
necessary or seems necessary. Again, there is little 
question regarding the ultimate justification of 
this principle. The significant ethical questions 
involve the limits that should exist on allowing 
such sacrifices. 

Impaired Commanders 

When a physician becomes aware that a com¬ 
mander is obviously impaired, he can and should 
request that the commander be relieved. In 
neuropsychiatric conditions, however, the impair¬ 
ment may be subtle. General George Patton's be¬ 
lief 36 that he was the reincarnation of great warriors 
of the past, while possibly pathological, did not 
apparently impair him as a commander. One of the 
authors became aware that one of his high-ranking 
commanders suffered from amyotrophic lateral scle¬ 
rosis, a degenerative disease of motor neurons. The 
author did not see evidence that this impaired the 
commander's judgment. It is not the prerogative of 
the physician to rule on incompetent (as opposed to 
impaired) commanders. 

Improper or Illegal Commands 

Illegal orders come in many guises and may be 
far from dramatic. When he was a division psychia¬ 
trist during the Vietnam conflict, the second author 
observed a high-ranking commander of limited com¬ 
bat experience (he had been a transportation of¬ 
ficer) who ordered physicians to take sick call out¬ 
side during the rainy season. The commander 
reportedly believed that soldiers going on sick call 
were largely malingering. Fortunately, the physi¬ 
cians simply ignored the order rather than chal¬ 
lenging it. Another example occurred when a com¬ 
mander ordered his battalion surgeon to read openly 


excerpts from the medical records of a troubled, 
mentally ill soldier who was related to a World 
War II military hero. The second author in his 
position as division psychiatrist objected; how¬ 
ever, his objection was ignored by higher medi¬ 
cal personnel. 

A dilemma exists when military physicians be¬ 
lieve that the probable sacrifice of soldiers' lives 
lacks sufficient justification. The question that then 
arises is what action, if any, should military physi¬ 
cians take to protect soldiers from what physicians 
see as unnecessary or exorbitant risks. Military phy¬ 
sicians who believe that they should follow orders 
unquestioningly in all circumstances follow what is 
often referred to as a "role-specific" ethic. 39 Accord¬ 
ing to this ethic, military physicians would obey the 
orders of their superiors as long as they are legal 
and would delegate all decision-making authority 
to their superiors. 

Alternatively, military physicians could believe 
that ethically they may assess independently the 
situations in which sacrifices are called for to see if 
they are reasonable. Military physicians who took 
this position might conclude that there are some 
occasions in which they should take action on ser¬ 
vice persons' behalf. Hopkins and colleagues 65 ex¬ 
pressed this latter view, for example, during World 
War II when the U.S. Army was sending many 
soldiers with malaria and dysentery back to the 
front in Southeast Asia. Hopkins et al stated that he 
considered it a "disgrace upon the Army Medical 
Department that ranking medical officers had not 
insisted upon the total evacuation of the 2nd and 
3rd Battalions of 5307 after Nphum G a " 65 <P 371 > anc j 
added: 

If pressure from high ranking field officers can be 
applied to Army Generals and Evacuation Hospi¬ 
tals as well as to medical officers in general to such 
an extent (regarding their) prerogative of protecting 
the health of the fighting men and guaranteeing that 
men unfit for combat are kept out of combat, then 
those hospitals as well as the medical officers are 
robbed of sacred duties and rights to which their 
medical knowledge and service entitles 
them. 65(pp379 ~ 3S0) 

Physicians in the military are unlikely, however, 
to have knowledge comparable with that of their 
superiors regarding the overall strategy of com¬ 
mand decisions. Therefore, when a military physi¬ 
cian independently assesses command policy, he 
risks being short-sighted in determining his ethical 
obligations. Hopkins and coworkers, 65(p372) for ex- 
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ample, in the instance just described, may have 
been unaware of several important factors. 

A similar question regarding the obligation of 
military physicians to take action also may occur in 
situations that do not involve risks to their own 
troops but to "innocent" civilians. The option of 
speaking out or refusing to carry out orders is 
available to line officers and all other service per¬ 
sons, of course, as well as military physicians. In the 
case of line officers, however, the argument that 
they should not act because they lack information 
would tend to be weaker. 

Jones 66 cited the example of Colonel Eli Geva 
who refused to lead his troops into Beirut because 
he objected to the killing of civilians and felt that the 
military objectives did not justify the losses of his 
soldiers. Jones indicated also that Geva was criti¬ 
cized for showing too much concern for civilians. 
Military physicians refusing to obey orders for the 
sake of either their troops or civilians might be 
subject to the same complaint. 

Yet, Jones 66 also commented in speaking of Geva's 
refusal that the decision subsequently was made to 
launch a "more discriminating attack" designed to 
reduce these casualties. It would seem plausible 
that Geva's refusal may have had some effect on 
saving civilians' lives. Even if it did not, however, 
his or military physicians' refusal to obey an order 
may be justified on so-called deontological grounds 
alone; that is, that "some actions are right (or wrong) 
for reasons beyond their consequences." 67<p36) Dur¬ 
ing World War II, for example, Nazi physicians' 
protesting may have accomplished no consequen¬ 
tial benefit; they may even have lost their lives as a 
result of refusing some orders. Yet, because they 
would have been respecting another human being's 
dignity, their refusal would have been justified. 
Similarly, Geva's refusing to carry out an order he 
considered immoral might be justified solely on the 
ground that by his refusal, he was avoiding implic¬ 
itly sanctioning an act he considered immoral. This 
would be true regardless of the consequences. 

Thus, although some soldiers' lives must be sacri¬ 
ficed for the benefit of other service persons and/or 
for military goals, military physicians may be justi¬ 
fied ethically in refusing to carry out orders that 
they consider immoral. Ideally, of course, mecha¬ 
nisms should exist within the military to prevent 
the need for disobeying an order from ever arising, 
and physicians or other service persons should never 
find themselves in a situation of having to decide 
whether to protest. Field Marshall Carver 45 reported 


that during World War II, between the Normandy 
invasion and the end of the war, as an armored 
brigade commander, he had to remove many offic¬ 
ers for the sake of their units and themselves. He 
pointed out that all of these officers had been highly 
decorated and respected men with more battle ex¬ 
perience than himself and that none of their subor¬ 
dinates gave him a clue that he should act as he did 
because they were too loyal. 

Despite attempts by the military, such as the 
inspector general system, adequate checks may not 
exist, particularly because of the hierarchical rank¬ 
ing in the military. Although the indications that a 
military physician should refuse an order or should 
act to protect service persons or civilians are likely 
to be unclear, nonetheless, they may exist. 

Atrocities 

Every significant war has witnessed atrocities 
against civilians or enemy soldiers. Most militaries 
attempt to prevent or punish such atrocities either 
from moral precepts or because they recognize that 
atrocities impair the morale of the perpetrators and 
may inadvertently spur greater resistance by the 
enemy. The 1990 to 1991 atrocities imputed to Iraqi 
forces in Kuwait earned United Nations condemna¬ 
tion and strengthened a multinational coalition to 
intervene against Iraq. 68 During the My Lai atrocity 
in Vietnam, at least one U.S. soldier became a casu¬ 
alty when he shot himself in the leg rather than 
participate. 69 

Military psychiatrists during combat may wit¬ 
ness or suspect acts that are illegal or whose legal 
status is uncertain. Jones 66 suggested that atrocities 
are particularly likely, for example, in low-intensity 
guerrilla warfare in which terrorism tends to bru¬ 
talize both sides. 

Several examples can be cited from the past. 
Gault 70 refers, for example, to enemy prisoners in 
Vietnam who were thrown out of helicopters if they 
refused to provide information. This atrocity ap¬ 
parently was intended as a lesson to other prisoners 
indicating what would happen to them if they also 
failed to give information. Other more equivocal 
examples include captured enemies being given 
less than optimal care before being interrogated, 71 
women being interrogated while they were breast 
feeding, 72(p455) children being asked to incriminate 
their parents, 72(p456) and prisoners being turned over 
to other parties when it was anticipated that the 
other parties would mistreat them. 73(p402) 
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Military physicians, like all service persons, have 
obligations under international agreements to treat 
enemy prisoners of war with decency. Military phy¬ 
sicians not only have additional obligations to ac¬ 
tively intervene to prevent atrocities as a result of 
their implicit promise made when they became 
physicians to not harm patients, but also they have 
the legal obligation of all service members to try to 
prevent such atrocities and to report any that have 
occurred. A military physician's medical role should 
give him a stronger obligation to speak out against 
or oppose atrocities than other service persons. The 
obligation arguably exists even when speaking out 
might pose some danger to the physician. Implic¬ 
itly, when becoming a physician, one accepts a 
degree of self-sacrifice. The American Medical As¬ 
sociation 74 has taken the position that all physi¬ 
cians, for example, should be willing to treat pa¬ 
tients with AIDS despite the risk that they could 
give themselves a fatal needlestick. The example 
given about Nazi physicians further supports these 
assertions. Rosebury stated that "It is a matter of 
record that the majority of [German] physicians 
practiced ethically during the Holocaust except for 
not protesting." 75(p517) 

Reasonable ethical arguments support two limi¬ 
tations to military physicians' obligation to oppose 
atrocities: (1) instances in which mistreatment of 
enemy service persons could produce information 
that would save a unit or even the nation and 
(2) instances in which physicians' or their families' 
lives would be endangered. The first limitation is 
based on utilitarian values. It assumes that harm to 
one is outweighed by harm to multiple others. Yet, 
it is usually, if not always, uncertain that atrocities 


will be the only means of avoiding harm to others, 
and the use of atrocities to prevent such harm might 
contradict the ends for which the war is fought. As 
Supreme Court Justice Douglas stated, in another 
context, "It would indeed be ironic if, in the name of 
national defense, we would sanction the subversion 
of... those liberties ... which [make] the defense of 
the nation worthwhile. . . ," 76(p264) 

As already stated, physicians made an implicit 
promise when entering the medical profession to 
work for the good of others even when this involves 
some degree of self-sacrifice, and they agreed when 
joining the military to uphold the U.S. constitution, 
which through treaties supports international law. 
If, then, military physicians' or their families' lives 
would not be endangered, at least when their op¬ 
posing an atrocity would be beneficial, they have a 
prima facie obligation to act. Thus, if they do not act 
immediately, they would have a strong obligation 
to do so at the first opportunity that presents itself 
at which this degree of sacrifice would not be 
necessary. 

A potential risk of this position—that military 
physicians need not act when their own or their 
families' lives are at stake—is that physicians could 
acquire justification for never acting and show the 
same kind of inaction shown by Nazi physicians. It 
hardly seems possible, however, that military phy¬ 
sicians would never acquire an opportunity to be 
sufficiently protected from repercussions against 
themselves and their families to act against atroci¬ 
ties. Thus, as opposed to holding military physi¬ 
cians, or others for that matter, to an heroic stan¬ 
dard implausible to achieve, this standard might 
justifiably be lowered. 


SUMMARY AND CONCLUSION 


Ethical issues abound in military psychiatry as in 
military medicine in general, but few issues are 
specifically limited to psychiatry. Those limited to 
psychiatry generally relate to the psychiatrist's 
unique role in treating combat stress casualties and 
in ruling out mental illness as a cause of proscribed 
behavior (for example, homosexuality, criminal 
behavior, alleged conscientious objector status, and 
so forth). 

Despite its reputation for rigidity and conserva¬ 
tism, the military has generally reflected the pre¬ 
vailing American ethos and has sometimes led the 
way in reforms. This was demonstrated when the 


military was the first large governmental organiza¬ 
tion to be desegregated and when it pioneered in 
developing drug and alcohol rehabilitation pro¬ 
grams around the concepts of amnesty and confi¬ 
dentiality. Nevertheless, psychiatrists, who have 
their own reputation for strong individualism, will 
always find a substantial number of individuals 
who will not feel at ease in an organization that 
sometimes views individuals as replaceable parts 
in a large machine. Their struggles with ethical 
issues will invariably reflect not only the issues 
themselves but also the individual biases of the 
psychiatrist in conformity and confrontation. 
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INTRODUCTION 


Psychiatrists who serve in the military function 
in the ethical shadow of an enormous and strict 
hierarchy, the central organizing principle of which 
is the subordination of individual values to those of 
the organization—presumably for the benefit of 
society. 

There have been various attempts to examine 
and reconcile potential loyalty conflicts for the mili¬ 
tary psychiatrist, which may be similar to those 
faced by psychiatrists who work for other organiza¬ 
tions. However, little specific attention has been 
paid to the exquisite and absolute contradiction of 
values that may affect military psychiatrists when 
they serve in a combat theater. As came to light 
during the Vietnam conflict, whereas combat psy¬ 
chiatrists' clinical decisions can have far-reaching 
consequences, they may face organizational expec¬ 
tations, codified in the military treatment doctrine, 
that they function in ways which are perceived, at 
least by others, if not by themselves, as violating the 
most basic ethical tenets of psychiatry serving the 
welfare of the individual. To understand how this 
value clash can arise, one must understand certain 
fundamental distinctions between psychiatric reac¬ 
tions to combat and similar civilian casualties. 

The treatment of combat psychiatry casualties 
differs from the treatment of similar casualties in 
civilian settings because the soldier-patient faces 
not only the extraordinarily stressful combat but 
also the arousal of his own moral conflict. 1,2 Even if 
the soldier is reluctant, he has a duty on recovering 
to risk further sacrifices, perhaps to the point of 
giving his life. The military psychiatrist is similarly 
in a unique position. Also a soldier and also subject 
to the authority and hierarchical values of the mili¬ 
tary, the psychiatrist is obligated to aid his patient 
in fulfilling this duty—even if the psychiatrist is 
reluctant. More specifically, because the combat 
psychiatrist's foremost military responsibility is that 
of stemming the flow of individuals who manifest a 
psychological incapacity or reluctance to soldier, 3 
he may be obligated to deny a psychologically trau¬ 
matized soldier's expectation of medical exemption 
from further exposure to combat (or from a court 
martial) to conform to the military's expectation 
that the soldier be returned to that environment if 
he can function, regardless of whether he has 
persisting psychiatric symptoms or is opposed to 
returning. 4 


Before the Vietnam era, the potential for conflict 
between military and civilian value systems when 
psychiatrists in military service treated combat ca¬ 
sualties was rarely mentioned in the psychiatric 
literature; 5 however, it was often implied. 6-8 For 
example, Peterson and Chambers 6 acknowledge the 
discomfort their colleagues experienced in satisfy¬ 
ing military priorities during the Korean conflict: 

It is easy to evacuate a soldier from combat and 
difficult to do the reverse. It is easier to say, "this 
man should never have been drafted," than to help 
him adjust to his duties. It is easier to send a fright¬ 
ened young soldier, who reminds one of one's self 
or one's own son, to the rear than to return him to 
combat duty. . . . One's own feelings of guilt over 
returning another to combat duty, make it difficult 
for the psychiatrist to function effectively and with¬ 
out anxiety. 6(p253> 

Nevertheless, in World War I, World War II, and 
the Korean conflict, thousands of psychiatrists, typi¬ 
cally mobilized civilians, performed their profes¬ 
sional duties with a sustained allegiance to the 
military objectives and accepted that their clinical 
goals, techniques, and values would be altered by 
expediency associated with fighting those wars. 9,10 
Important in this regard is the huge impact of World 
War II on the course of American psychiatry. At one 
point (June 1944), 26% of the members of the Ameri¬ 
can Psychiatric Association (APA) were in military 
uniform. 11 Following the war, many who had served 
became the leaders of American psychiatry. 10 In 
their experience, the combat psychiatry doctrine— 
a treatment regimen that utilizes basic physical and 
psychologically supportive treatments, deempha- 
sizes patienthood, and encourages rapid resump¬ 
tion of duty function—seemed validated through 
its effectiveness in treating large numbers of sol¬ 
diers, and their influence on psychiatric thinking in 
America was revolutionary. 12 The development of 
civilian applications of social and behavioral thera¬ 
peutic strategies 13,14 and the modalities of brief psy¬ 
chotherapy 15 and crisis psychotherapy 10 were natu¬ 
ral extensions of the doctrine. 

The implementation of the traditional combat 
psychiatry doctrine in the Vietnam conflict, how¬ 
ever, came to be severely criticized, primarily on 
ethical grounds. As will be described, the new op¬ 
ponents of military psychiatry, including some who 
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served as psychiatrists in Vietnam, argued that the 
doctrine's treatment goals and methods violated 
psychiatry's humanitarian principles by neglecting 
the needs of the soldier in order to wage an unjust 


war. After the United States withdrew its forces 
from Southeast Asia, however, these issues were 
mostly forgotten 10 as were many related societal 
controversies associated with the conflict. 


TRADITIONAL VIEWS OF COMBAT PSYCHIATRY 


When Fear Overshadows Combat Motivation 

A review of selected aspects of combat psychia¬ 
try is pertinent to understanding its potential value 
conflicts. It has only been within the era of the 
modern battlefield, essentially beginning with 
World War I, that acute, disabling psychiatric reac¬ 
tions to the stress of combat have arisen in numbers 
sufficient to constitute a military medical prob¬ 
lem. 16-18 Throughout the 20th century, weapons have 
become increasingly destructive and their delivery 
systems more precise; consequently the stress lev¬ 
els sustained by troops, as measured by the propor¬ 
tion of nonfatal combat casualties that are psychiat¬ 
ric, have risen proportionally. Furthermore, because 
disabling psychological and behavioral reactions to 
the stress of modern combat have at times arisen in 
sufficient numbers to alter the course of military 
engagements, the U.S. military has come to value 
highly the services of its psychiatrists and allied 
medical department personnel. 

Clinical Presentations of Combat Stress 
Reactions 

The psychiatric symptoms associated with com¬ 
bat stress may range in severity from hyperalertness, 
irritability, difficulty concentrating, and insomnia, 
to gross and disabling disturbances in affect, think¬ 
ing, and behavior. 19 Collectively, they have been 
labeled with uniquely military names such as shell¬ 
shock, war neurosis, and combat fatigue (or exhaus¬ 
tion). 20 More lately they have been referred to as 
battle stress (or shock) casualties and combat stress 
reactions. 

Behavior disturbances as a reaction to combat 
stress include such obviously avoidant behaviors as 
combat refusal, malingering, self-inflicted wounds, 
and desertion, as well as less direct ones such as 
alcohol and drug misuse; neglect of healthcare, 
weapons, or equipment; indiscipline; short-timers 
syndrome; and combat atrocities. 21,22 Of special im¬ 
portance to military objectives, both psychiatric 
and behavioral reactions can spread by suggestion 
and reach epidemic proportions (eg, as with the 


incidents of group gas hysteria in World War I 23 
and the heroin problem in the latter years in Viet¬ 
nam 24 ). Consequently, soldiers with combat stress 
reactions may jeopardize other soldiers, reduce a 
unit's combat effectiveness, and affect the outcome 
of a combat situation. Although suggesting there is 
more homogeneity than experience dictates, for 
discussion purposes, the collection of combat-gen¬ 
erated conditions will be referred to generally as 
combat stress reactions. 

Diagnosis and Pathogenesis 

The clinical presentations of combat stress reac¬ 
tion cases have at times conformed to various spe¬ 
cific Diagnostic and Statistical Manual of Mental Dis¬ 
orders (3rd ed., revised, DSM III—R) 25 diagnostic 
categories. 10 However, presenting symptoms tend 
to be diffuse and variable with particular patterns 
influenced by the combat situation and "ecology." 26 
In fact, because of their typically protean nature and 
apparent reversibility when managed according to 
the doctrine, 19 military psychiatrists have concluded 
that the combat stress reaction is essentially the 
battlefield equivalent of the acute reaction 27 or cata¬ 
strophic reaction 28 to stress. The soldier with a com¬ 
bat stress reaction is considered to have suffered a 
reversible, if profound, regression as a consequence 
of having had his psychological defenses, as well as 
his combat motivation, 6 overwhelmed by the rig¬ 
ors, dangers, losses, and horrors of the combat situ¬ 
ation. 29 Although combat stress reactions do not 
meet the criteria for post-traumatic stress disorder 
(PTSD) and do not generally evolve into diagnos- 
able PTSD, 30 without effective treatment, chronic 
debilitating forms will develop. 28 

From World War I, when combat stress reactions 
were determined to be psychiatric rather than neu¬ 
rologic disorders, it was concluded that they were 
caused by the combination of combat intensity or 
duration and individual predisposition 7 (often with 
insinuations of cowardice 8 ). More recently, this etio- 
logic dialectic, often referred to as "every man has 
his breaking point," has been expanded to encom¬ 
pass a more complex biopsychosocial model. 31-33 
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Such a model suggests that a variety of individual 
and social risk factors can interact with a variety of 
combat stresses to undermine a soldier's combat 
adaptation. The preventive activities of military 
psychiatrists have typically utilized their under¬ 
standing of these factors to influence military poli¬ 
cies and planning regarding screening, indoctrina¬ 
tion and training, physical conditioning, morale 
and leadership, social supports, and combat condi¬ 
tions and tactics. 22,34,35 Personality factors are pos¬ 
ited to have relatively less etiologic importance in 
combat stress reactions 36,37 but to be of increasing 
importance in cases arising in low-intensity com¬ 
bat 38 as well as influence recovery. 39 However, as 
Erikson's 31 analysis of a specimen combat stress 
reaction case from World War II suggests, a theory 
of intrapsychic conflict may be especially useful in 
explaining breakdown and recovery at the level of 
the individual soldier. 

In conclusion, combat stress reactions are con¬ 
sidered by military psychiatry to represent a nor¬ 
mal reaction to an abnormal circumstance at least in 
their acute stages. Although not the primary etiol¬ 
ogy, the combat stress reaction commonly expresses 
the soldier's "refusal to fight" 40(pll) and thus repre¬ 
sents a situation in which his fear overshadows his 
combat motivation. 41 

The Use of Psychoactive Drugs 

Through the ages, the extreme physical and emo¬ 
tional demands of combat naturally led warring 
states to experiment with various psychoactive sub¬ 
stances to limit excitement and fear and reduce 
exhaustion and dysfunction among its warriors. 16 
In the American wars before the Vietnam conflict, 
the use of medications in the treatment of psychiat¬ 
ric casualties was generally limited to sedatives, 
primarily barbiturates. 42 The addition of recently 
discovered neuroleptics and anxiolytics in the Viet¬ 
nam theater represented a powerful new tool to the 
armamentarium of combat psychiatrists. The nu¬ 
merous reports from those serving in South Viet¬ 
nam 43-46 and the prescription prevalence study con¬ 
ducted there by Datel and Johnson 47 indicate the 
widespread, enthusiastic use by military psychia¬ 
trists and other military physicians of these newer 
psychoactive medications in the treatment of com¬ 
bat-related psychiatric symptoms. However, the 
effects of these drugs on soldiers and their com¬ 
bat performance have never been studied. Cur¬ 
rent doctrine discourages the use of all but the 
short-acting sedatives and anxiolytics, 22 and those 


are to be used only when reassurance, strong 
suggestion, and behavioral methods have been 
tried without sufficient effect. However, psychi¬ 
atric and medical units in a combat theater are 
still equipped with a wide range of psychoactive 
medicines. 

The Critical Nature of Expectancy 

The goal of traditional U.S. Army combat psy¬ 
chiatrists has been to fulfill the U.S. Army Medical 
Department's mission of contributing to the achieve¬ 
ment of the combat objective (the motto of the U.S. 
Army Medical Corps is "To Conserve Fighting 
Strength" 48 ). Over the course of World War I, World 
War II, and the Korean conflict, combat psychia¬ 
trists empirically derived a set of clinical principles 
that appeared to restore quickly the affected soldier's 
critical physical and psychological functions so that 
he could return to his military unit and comrades 
and resume the fight. 18 These principles have be¬ 
come condensed in the mnemonic PIES: proximity, 
immediacy, expectancy, and simplicity. 13 These prin¬ 
ciples refer to elementary physical (ie, rest, replen¬ 
ishment, and psychoactive medication in selected 
instances) and psychosocial treatments (ie, assisted 
anamnesis, reassurance, and encouragement) that 
are applied as rapidly as possible and as close to the 
soldier's unit and the fighting as the tactical and 
clinical situations permit. 

Especially central to this review are the ethical 
implications surrounding expectancy. Expectancy 
refers to an overarching clinical attitude that has 
been recognized since World War I to be essential in 
restoring soldiers and returning them to duty. 7 The 
treatment team's collective attitude of expectancy 
shapes the various physical, psychological, and en¬ 
vironmental interventions to bolster the patient's 
self-confidence as a soldier and discourage self- 
protective feelings and invalidism (eg, to reduce the 
secondary gain wish for medical exemption from 
further combat). 6,8 As will be illustrated in a later 
section of this chapter, the soldier is managed more 
as a soldier and less as a patient. While hospitalized, 
he is regarded as if his symptoms represent simply 
a temporary, normal reaction to stress and fatigue. 
He is encouraged to believe that after a brief period 
of rest and recuperation and with the psychiatric 
team's assistance in ventilating his traumatic com¬ 
bat experience, he can and will recover quickly, 
rejoin his comrades, resume his military job, and 
regain his self-respect. Shaw describes this exhorta¬ 
tive approach: 
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Reinforcement is given to the soldier's softly heard 
voice of conscience, which urges him to stay with 
his buddies, not to be a coward, and to fulfill his 
soldierly duty. Encouragement is given to patriotic 
motivation, pride in the self and the unit, and to all 
aspects of one's determination to go through with 
one's commitment. 32(pl31) 

Current U.S. Army doctrine 49-54 divides the dys¬ 
functional combat stress behaviors into battle fa¬ 
tigue and misconduct stress behavior. Battle fatigue 
covers all subtypes and syndromes that are treated 
according to PIES 13 and the four Rs: reassure, rest, 
replenish, and restore confidence. Misconduct stress 


behavior refers to conditions that are judged to be 
willful violations of unit regulations, the Uniformed 
Code of Military Justice, or the law of land warfare 
and are presumed to respond better to disciplinary 
action. 

The doctrine recognizes that there may be gray 
areas at the minor end of the misconduct spectrum 
where command can choose to treat the misbehav¬ 
ing soldier for battle fatigue and return him to duty. 
However, it states unequivocally that "once serious 
misconduct has occurred, it must be punished to 
prevent further erosion of discipline. Combat stress, 
even with heroic combat performance, cannot jus¬ 
tify criminal misconduct." 53(,2-9d) 


VIETNAM PSYCHIATRY: FROM CONFIDENCE TO DISMAY 


Unanticipated Challenges in Vietnam 

Over the 8 years of conflict in Southeast Asia 
(1965 to 1973), an estimated 135 U.S. Army psychia¬ 
trists, as well as smaller numbers of U.S. Navy and 
U.S. Air Force psychiatrists, were sent to provide 
care for the almost 3 million American men and 
women who served there. During the first few years 
following the insertion of American ground forces 
into South Vietnam, troop morale remained high, 
and few Americans opposed the conflict. Rates for 
psychiatric admissions and evacuations remained 
well below those seen in earlier wars. 55 Psychiatric 
observers remarked on the apparent effectiveness 
of the combat psychiatry doctrine 56,57 and the value 
of newly discovered neuroleptic and anxiolytic 
drugs in the treatment of a broad range of psychiat¬ 
ric symptoms among combat-exposed troops. 43,46,47,58 

Then, from 1968 until all U.S. troops were with¬ 
drawn in 1973, antiwar and antimilitary sentiment 
accelerated in the United States and among U.S. 
troops in Vietnam. Collectively, the spectacular in¬ 
crease in the Vietnam theater rates of disciplinary 
actions and of psychiatric disorders, including 
heroin dependency, 59 indicated that a very large 
proportion of U.S. troops were unable or unwilling 
to accept the risks of combat, acknowledge military 
authority, or tolerate the hardships of an assign¬ 
ment in Vietnam. The resultant challenge to the 
assigned military psychiatrists was unprecedented. 60 

Shifting Professional Attitudes Toward the 
Conflict 

As increasing numbers of Americans denounced 
the conflict in Southeast Asia, military psychiatry 


and its doctrine came under attack. 61 Criticism came 
both from psychiatrists and other physicians who 
had served in Vietnam as well as from those who 
had not served there. Lifton, 62 a psychiatrist with 
experience with military populations, veterans, and 
survivors of extreme military and civilian stress, is 
a prominent example of the latter. In his opinion, 
the military psychiatrists in Vietnam were 
"technicist" professionals who had colluded with 
an "absurd and evil organization." 62(p808) Later, he 
equated them with German physicians who worked 
for the Nazis in their death camps. 63 

Spragg 64 and Boman, 21 two Australian military 
psychiatrists, drew on their experiences with Aus¬ 
tralian troops who fought in Vietnam and were also 
very critical of the U.S. combat psychiatry doctrine. 
Boman referred to the published accounts by Ameri¬ 
can military psychiatrists as "hair raising 
reading." 21<plll) 

Mental health organizations also reacted strongly 
to the conflict's increasing unpopularity. In March 
1971, 67% of APA members responding to a poll 
indicated that they wanted the U.S. government to 
terminate all military activity in Vietnam. 65 This 
poll was followed by APA Board of Trustees' pass¬ 
ing of official resolutions that condemned the con¬ 
flict and argued for an American withdrawal. 66 In 
July 1972, the American Psychological Association 
joined seven other mental health associations in the 
following public statement, "we find it morally 
repugnant for any government to exact such heavy 
costs in human suffering for the sake of abstract 
conceptions of national pride or honor." 67(pl) In rais¬ 
ing questions about the morality of the U.S. military 
intervention in Vietnam, these organizations in¬ 
creased the ethical dilemmas for psychiatrists, psy- 
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chologists, and social workers in uniform, yet they 
neglected to provide their colleagues with the guid¬ 
ance for addressing these dilemmas. 

The debate between psychiatrists Bloch and Maier 
illustrates the shift in professional attitudes from 
the more sanguine early conflict period to the late 
conflict enmity. In 1969, Bloch 43 wrote an article 
describing the psychiatric goals and methods used 
at the 935th U.S. Army Medical (Psychiatric) De¬ 
tachment in 1967 to 1968 in Vietnam. A civilian- 
trained psychiatrist in uniform, Bloch confidently 
explained how his team adapted the U.S. Army's 
traditional doctrine for the treatment of combat 
casualties to fit the unique features of the low- 
intensity, counter-insurgency combat theater of 
Vietnam. He also highlighted the value of previ¬ 
ously unavailable psychoactive medications, pri¬ 
marily chlorpromazine, in the treatment of seri¬ 
ously combat-disabled soldiers. 

Maier, a psychiatrist who treated psychiatric ca¬ 
sualties from Vietnam while he served with the U.S. 
Army in Japan in 1965 to 1967, reacted in a letter to 
the editor 68 that was intensely critical of the ethics 
and practices of military psychiatrists in Vietnam. 
He concluded, "By acting to 'conserve the fighting 
strength' in this war of boundless immorality, [the 
military psychiatrist] partakes of the passive com¬ 
plicity that is the mark of guilt in our time. . . . 
Whatever else Army psychiatry may be, I see nei¬ 
ther moral nor scientific justification for the dignity 
of its definition as clinical psychiatry." 68(pl039) 

Bloch 69 replied that in his experience in Vietnam, 
soldiers who struggled with concerns regarding the 
morality of the conflict typically were driven by 
pre-Vietnam psychological conflicts. He also de¬ 
fended the goals and methods of military psychia¬ 
try in Vietnam, "If reality is that America's youth 
are now fighting, then they deserve the best psychi¬ 
atric care that can be afforded them. Such care 
neither oversimplifies issues nor encumbers and 
compromises the evaluation or treatment setting by 
intrusion of the psychiatrists' moral judgments and 
emotions." 69(pl040) 

Livingston, a West Point graduate who volun¬ 
teered to serve in Vietnam, was not a psychiatrist at 
the time he served as a medical officer there in 1968. 
However, his account 70,71 of the moral outrage he 
developed from serving in the conflict (" . .. one of 
the most antilife enterprises of our time" 70(p272) ) is 
noteworthy because of his specific condemnation of 
the combat psychiatry doctrine. He remarked: 

I was confronted with several cases of 'combat neu¬ 
rosis' who told me that they saw nothing in what 


they were doing that justified the risks they were 
being asked to take. In effect, they had seen enough 
of death to know that they preferred life. 

What was I to do with deviant behavior like that? 
They were given a brief respite and returned to their 
units; the fighting strength was conserved. How 
many were later killed I do not know, nor do I wish 

j- 0 70(pp268-269) 

Compared with the more confident accounts by 
psychiatrists who served in the first half of the 
conflict, 43,46,58,72-74 ones who went during the second 
half, such as Camp (as quoted in Ingraham and 
Manning), 18 Char, 75 Colbach, 45 Fisher, 76 Joseph, 77 and 
Ratner, 78 exhibited more frustration and cynicism. 
Collectively, they give the impression that conven¬ 
tional military psychiatric structures and doctrine 
were inadequate to address the burgeoning psychi¬ 
atric and behavioral problems of the later years of 
the Vietnam conflict. 

The anguish described by Colbach, also a civil¬ 
ian-trained psychiatrist, suggests the moral uncer¬ 
tainty of those who served in the second half of the 
conflict. Shortly after Colbach's service in Vietnam 
(1968 to 1969), Colbach and Parrish published an 
overview of U.S. Army mental health activities since 
the conflict began that included a justification for 
the combat psychiatry doctrine there: "If one sol¬ 
dier is relieved of this duty, another will have to 
replace him. And the soldier replaced by another 
will have to live a long time with the realization that 
he was so 'sick,' so weak, that someone else had to 
take over for him when the chips were really 
down." 79(p341) 

Fifteen years later, Colbach 45 wrote a personally 
and professionally wrenching retrospection on his 
role and activities in Vietnam, which evidently 
haunted him long after his return. Throughout his 
narrative, there are expressions of conflict and re¬ 
gret. For example, he believed that his anger at 
being sent to Vietnam interfered with his empathy 
for his soldier-patients: ". . . in many ways I was a 
failure in actually reaching out to those fellows and 
touching them and alleviating their suf fering" 45(p265) 
Like Bloch, Colbach was resigned to being the 
"guardian of reality." 45(p265) However, this position 
seemed to give him little relief from his role-linked 
guilt: "I tried to help my patients learn that lesson 
[that all of life is a struggle], not to quit but to go on. 
Probably a few of them did learn that, if they 
survived." 45(p265) 

Ultimately, Colbach found an ethical position he 
hoped would bring him peace of mind: "Whether 
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the Vietnam conflict fits these criteria [of a just war] 
or not is really beyond me to say. I did accept it as a 
just war when I agreed to serve in it. ... I then had 
to accept that my obligation to my individual pa¬ 
tient was far superseded by my obligation to the 
military and, eventually, to my country." 45<p265) 

A Survey of Psychiatrists Who Served in Vietnam 

The results of a 1983 survey by Camp and 
Carney 80,81 of 115 psychiatrists (of an estimated total 
of 135) who served with the U.S. Army in Vietnam 
appear to verify that Colbach's struggle was not 
unique. When respondents were asked to include 
personal reactions to the professional challenges 
they faced there, a large proportion, especially 
among those who served in the second half of the 
conflict, emphasized that they still felt quite 
strongly—typically, embittered—about the conflict 
and their role in it. For example, one psychiatrist 
noted, "I have yet to find the peace of mind that 
would allow [me] to watch any of the Vietnam 
conflict movies, or talk about the war without threat 
of loss of control." 81(p28) Many indicated that they 
had felt overwhelmed, betrayed, and blamed—over¬ 
whelmed by a raging drug epidemic, eruptions of 
racial animosities, and outbreaks of violence; be¬ 
trayed by the army because of their poor prepara¬ 
tion and support in the theater; and blamed by their 
stateside colleagues and countrymen for doing the 
job they were required to do. 

The following quotes (collected during Camp 
and Carney's research 80,81 but not previously pub¬ 
lished), all from individuals who received their 
psychiatric training in civilian programs and who 
served in the second half of the conflict, illustrate 
the confusion that many acknowledged: 

I soon adapted by realizing I could only be of use by 
cooperating with the military in most ways. To have 
tried to be another Ghandi would have been point¬ 
less and would have deprived those few I could help 
with my expertise. 

As my year in Vietnam passed my ethical dilemma 
increased some, but I was hired by the Army, not the 
specific patient. The second fact was that I knew if I 
wanted to try to do something for a specific person, 

I knew someone else would have to come to Viet¬ 
nam to take his place. 

... I accepted my assignment as an obligation 
despite my conviction as early as 1964 that our 
involvement was stupid, would fail, would be a 
disastrous waste of wealth, power, and lives, and 


was unjustified politically, historically, and morally.. 

.. I did not feel strong ethical conflict over my role in 
the Army in Vietnam.... The therapeutic technique of 
psychiatry is inimical to the military cast of mind and 
would probably undermine morale and exacerbate 
disciplinary problems with many soldiers. 

On the other hand, some study participants de¬ 
nied feeling ethical strain in Vietnam, while others 
indicated that they intentionally shielded patients. 
For example, a psychiatrist who served with one of 
the specialized psychiatric units responded, "What 
[ethical] dilemma—I evac'd them all to Japan!" 

Role Dilemmas for All Psychiatrists During the 
Conflict 

A number of Vietnam-era authors explored the 
functional and ethical dilemmas inherent in mili¬ 
tary psychiatry that are indirectly linked to the 
combat theater role. 82-90 Many suggested that psy¬ 
chiatrists serving in the military had invariably 
abandoned or corrupted their medical ethics. For 
example, Daniels referred to the military psychia¬ 
trist as a "captive professional." 84(p255) Friedman saw 
him as "... the overseer of a system of social control 
which is distinctly nonmedical in its character." 87(pl22) 
Locke 88 contended that psychiatrists who serve with 
the military are systematically persuaded to dehu¬ 
manize the soldier, prosecute the war, and betray 
their individualist values. Barr and Zunin 86 took the 
criticism of military psychiatrists a step farther and 
recommended that their designation be changed 
from medical officer to "psychiatric military of¬ 
ficer" in order to warn drafted psychiatrists and 
soldiers of the replacement of their medical ethics 
by those of the institution. 

Concern for these ethical dilemmas was not con¬ 
fined to the psychiatrists serving with the military 
services during the Vietnam conflict. A number of 
civilian psychiatrists indicated that they were deeply 
troubled by conducting evaluations of young draft- 
eligible men with symptoms that apparently arose 
in response to the threat of being drafted. 91-97 Sev¬ 
eral were overtly suspicious of the allegiances of 
military psychiatrists. For example, Kirshner 96 sug¬ 
gested that military psychiatrists were 
antitherapeutic when they evaluated and treated 
dissenting soldiers because of countertransference 
obstacles based on the psychiatrist's unresolved 
identity issues. Ollendorff and Adams defined the 
military-oriented "establishment" psychiatrist as 
one who is corrupt and who "declares as fit every¬ 
body who is not dead." 9S(p89) 
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In Support of Military Psychiatry 

There were a few publications in the latter half of 
the conflict and afterward that sought to justify the 
role, doctrine, and methods used by military psychia¬ 
trists in Vietnam. Generally, these publications were 
by career military psychiatrists, such as Arthur, 10 
Brown, 61 Gibbs, 98 Hays, 99 Parrish, 100 and Johnson, 101 
and were more restrained than those of critics. 

One exception is found in the review by Bey and 
Chapman; 41 Bey is a civilian-trained psychiatrist who 
served with a combat division in Vietnam (1969 to 
1970). They unapologetically argue that the "vast 
differences" between military and civilian psychiatry 
are necessary to support wartime mobilization, and 
the military psychiatrist's first priority must be the 
predominance of collective goals and values over 
those of the individual. 

Lingering Criticism of the Treatment Doctrine 
Since Vietnam 

As the numbers of veterans reporting post- 
Vietnam psychiatric symptoms and adjustment 


difficulties grew in the years following the cessa¬ 
tion of hostilities in Southeast Asia, criticism of 
the doctrine of combat psychiatry resurfaced in 
the form of speculations that it had generated 
these delayed casualties for the sake of question¬ 
able military goals. 62,102-105 For example, Abse com¬ 
ments: 

Such [PTSD] patients in my experience have not 
received early effective treatment with emphasis 
on cathartic psychotherapy. On the contrary, they 
received, while in Vietnam, treatment which em¬ 
phasized massive psychotropic medication, fol¬ 
lowed by crowding out with sundry recreational 
activities any focus on their essentially traumatic 
and pathogenic experiences. Such temporary sup¬ 
pressive treatment invited the reinforcement of 
dissociation though it may have worked for the 
while, while the soldier was in active service 
overseas. 103(p20) 

However, no correlation has been found be¬ 
tween proximate combat-generated psychiatric 
difficulties in Vietnam and psychiatric problems 
in readjustment to stateside life. 106 


ETHICAL DILEMMAS IN THE TREATMENT OF COMBAT STRESS REACTIONS 


The Military Psychiatrist as a "Double Agent" 

Before an attempt to analyze the ethical con¬ 
flicts associated with the treatment of combat 
reaction cases can be made, the military 
psychiatrist's "double agent" status must be un¬ 
derscored. 107 For physicians, being a double agent 
refers to professional situations that involve re¬ 
sponsibilities to a patient that may contradict 
fiduciary ones (a contractual arrangement based 
on trust). More specific to the military psychia¬ 
trist, the double agent conflict follows from the 
fact that because they work for the military, their 
professional responsibilities typically include 
both patient-centered, therapeutic decisions and 
organization-centered, administrative deci¬ 
sions. 108 Furthermore, because there is consider¬ 
able professional disagreement about mental 
health norms, 109 balancing loyalties can become 
more difficult for psychiatrists than for other 
types of military physicians. In addition to being 
affected by the values of the military organiza¬ 
tion, their clinical decisions may also reflect their 
personal ideology, 85,90 training, and experience, 81 
as well as changing social contexts. 45 


Effective Treatment May Not Be Ethical Treatment 

In November, 1967, Specialist 4th Class (Sp4) 
Frank Gentili (case material disguised), a 20- 
year-old infantryman who had been assigned in 
Vietnam for 5 months, was transported by heli¬ 
copter to a U.S. Army evacuation hospital along 
with other combat casualties. On his arrival, he 
was observed to be mute, grunting incomprehen¬ 
sibly, and posturing. He was quite disorganized 
and could not communicate with his examiners. 
He was easily startled by noises and walked with 
a slow, shuffling gait. When he sat in a chair, he 
rocked with his eyes closed and occasionally 
mumbled "Mama." The results of his physical 
examination were otherwise normal. 

On the psychiatric unit, Sp4 Gentili was given a 
shower, reassurance, and was "put to sleep" with 
chlorpromazine (dose not available). Whenhe awoke 
18 hours later he seemed alert, coherent, and ratio¬ 
nal. He was issued a fresh uniform and received 
instructions about the quasi-military ward routine. 
The staff told him that he was recovering from 
overexposure to combat and that he could expect to 
be returned to his military unit soon. In the group 


140 


Ethical Challenges for the Psychiatrist During the Vietnam Conflict 


therapy meeting, Sp4 Gentili emotionally told how 
he had been serving as a fire team leader when six 
of his friends were killed and mutilated by en¬ 
emy fire and described how he had become agi¬ 
tated and began screaming while loading their 
bodies into a helicopter. He talked of his revul¬ 
sion at the killing and his regret that he had 
"gone to pieces." He felt torn because he always 
sought to be "good" and wanted to be a good 
soldier, but that it just was not his "make-up" to 
kill. He declared that he could not return to the 
field. The record notes that the psychiatric staff 
responded to Sp4 Gentili's feelings "with reality¬ 
testing and ego support of his duty and mission." 
That night he was informed that he would be 
returning to his unit the following day, and he 
was again given chlorpromazine. 

Because of his rapid improvement and lack of a 
past psychiatric history, Sp4 Gentili was discharged 
back to his unit with the diagnosis of "combat 
exhaustion." It was also recommended that he be 
reexamined by his division psychiatrist if his symp¬ 
toms recurred. 

Except for the addition of chlorpromazine, this 
soldier would have been managed similarly by mili¬ 
tary psychiatrists during the latter phases of World 
War I, in World War II, or in the Korean conflict, and 
probably with the same rapid return to duty. 43 In 
those wars, the military doctrine's effectiveness in 
fulfilling its treatment goal was unambiguous. 18 
However, just as legality is not a sure test of moral¬ 
ity, neither is treatment effectiveness. The chal¬ 
lenges to the military treatment doctrine from the 
Vietnam conflict era raised questions centered 
around how loyal military psychiatrists were to the 
welfare of their soldier-patients in the process. Us¬ 
ing the case of Sp4 Gentili, a closer look at the 
criticisms, such as that of Livingston, 70 suggests two 
confounded questions: (1) Was his treatment and 
disposition by military psychiatrists unethical be¬ 
cause it primarily served, as some believed, the 
prosecution of an immoral war? (2) Was his treat¬ 
ment and disposition unethical because it served 
military expediency at the expense of his interests 
or welfare? 

The answer to the first question is logically 
straightforward. Any professional activity by mili¬ 
tary psychiatrists that contributes to an immoral or 
unjust war would be immoral and unethical. How¬ 
ever, in reality such a judgment on the morality of a 
war remains inconclusive with respect to Vietnam. 110 
Many share the view that the Vietnam conflict was 
categorically immoral. 2,111 In addition, specific com¬ 


bat activities, such as atrocities, may be readily 
distinguishable as immoral. Others would justify 
the U.S. intervention in Vietnam on the basis of the 
principles of international law established after 
World War II by the military tribunal at 
Nuremberg. 112 Furthermore, a link between par¬ 
ticular immoral combat activities and the specific 
clinical activities of military psychiatrists may be 
very difficult to establish. 

The Challenge of Distinguishing Harm and 
Benefit 

The second and more general question regarding 
the psychiatrist's obligation to the soldier is also 
complicated and has implications for the use of the 
military treatment doctrine in any war. Because of 
his double agent position, the combat psychiatrist 
faces an array of competing values and influences 
and, therefore, is responsible for the effects of his 
treatments in terms of the balance of harm and 
benefit. 113 

The Question of Harm to the Soldier 

Is it likely that Sp4 Gentili was harmed by the 
combat psychiatry treatment approach because it 
put him in unreasonable jeopardy in subsequent 
combat? If he was only partially treated, or if he was 
still under the sedating effect of chlorpromazine, or 
because of his already demonstrated susceptibility, 
his vulnerability in combat may have been greatly 
increased. 114 

As was mentioned previously, the question of 
the effects of the neuroleptic and anxiolytic drugs 
on the performance (or vulnerability) of combat 
soldiers who served in Vietnam has not been stud¬ 
ied. A study by Palinkas and Coben 115 did, however, 
suggest that, at least for some diagnostic groups, 
returning soldiers to combat exposure after psy¬ 
chiatric hospitalization may have increased their 
risks. According to these authors' review of the 
records for all U.S. Marines deployed in Vietnam 
throughout the conflict (N = 78,756), psychiatric 
hospitalization was significantly associated with 
an increased risk of becoming subsequently 
wounded among those diagnosed with social 
maladjustment, psychosomatic conditions, "ner¬ 
vous and debility [sic]," transient situational dis¬ 
turbance, and acute situational maladjustment. 
However, the 243 Marines listed specifically as 
having combat fatigue were not shown to be at 
greater risk. 
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The Question of Benefit to the Soldier 

Is it likely that Sp4 Gentili benefitted by being 
treated according to the combat psychiatry doc¬ 
trine? Psychiatric morbidity in prior wars was 
greatly reduced among soldiers affected with com¬ 
bat stress reaction who were treated and managed 
according to the traditional doctrine 57 because it 
apparently (1) reinforced the soldiers psychological 
defenses against subsequent breakdown in combat 
and (2) opposed the fixation of his symptoms into a 
"self-protective disabling neurotic compro¬ 
mise." 7(p731) It was the impression of the earlier mili¬ 
tary psychiatrists that through suppressive and re¬ 
pressive clinical means, they could strengthen the 
affected combat soldier's investment in his combat 
comrades, leaders, and objectives, as well as rein¬ 
force his confidence in his own capabilities, thereby 
reestablishing his primary psychological resistance 
against further combat-induced disorganization: 

[To adapt to combat the soldier must] fuse his per¬ 
sonal identity with the new group identity, to form 
deep emotional relationships with his buddies and 
with his leader, in sharing boredom, hardship, sac¬ 
rifice and danger with them, and whether by com¬ 
promise or illusion, to become oriented with them 
toward the destructive goals which he understands 
to be necessary for the common good. 19(p365) 

Deeper, longer, or more complicated treatments, 
and especially those occurring far from the soldier's 
original unit and in more comfortable surround¬ 
ings, were found as far back as World War I to favor 
the development of chronic psychiatric disability. 116 
Glass commented on the disadvantage of using 
uncovering therapies: 

Indeed, any therapy, including usual interview 
methods, that sought to uncover basic emotional 
conflicts or attempted to relate current behavior and 
symptoms with past personality patterns seemingly 
provided patients with logical reasons for their com¬ 
bat failure. The insights obtained by even such mild 
depth therapy readily convinced the patient, and 
often his therapist, that the limit of combat endur¬ 
ance had been reached as proved by vulnerable 
personality traits. 7(p727) 

The Question of Coercive Treatment and Its 
Benefit to Society 

Was Sp4 Gentili's treatment unethical because 
his combat stress reaction represented the combat 


refusal of a dissident or because it is normal not to 
want to return? By labeling him with the exclu¬ 
sively military diagnosis combat exhaustion, disre¬ 
garding his opposition to further combat, and im¬ 
posing the military doctrine's treatment regimen, 
were his military psychiatrists blaming the vic¬ 
tim? 84 Some writers have even referred to the 
soldier's new willingness to enter combat after such 
coercive treatment as an iatrogenic psychosis. 1 ' 62 

The matter of informed consent or refusal is 
especially critical when psychiatrists are represent¬ 
ing the interests of other parties in addition to those 
of their patients. 117 In Sp4 Gentili's presenting con¬ 
dition of near catatonia, he was not competent to 
understand an adequate consent process and there 
can be little doubt about the rightfulness of treating 
him as the military psychiatrists deemed necessary. 
However, on the following day, his regression and 
decompensation had largely resolved, and the situ¬ 
ation became quite different. He was treated with 
more chlorpromazine and behavioral strategies, 
including exhortation of the duty side of his conflict 
to sway him from his expressed (at least initially) 
opposition to killing, and he was rapidly returned 
to more combat duty. No matter what efforts the 
treatment team might have expended to obtain Sp4 
Gentili's consent, the existence of a powerful nega¬ 
tive incentive, that is, the threat of a court martial, 
eliminated the possibility of informed consent or 
refusal. Because these clinical techniques were im¬ 
posed on an individual who was sufficiently com¬ 
petent and rational to cooperate with a consent 
process, Sp4 Gentili's treatment was technically 
coercive by definition and violated a "moral rule" 
(against causing pain and depriving freedom). 113 

There may, however, be overriding moral justifi¬ 
cation for coercive treatment when it is felt to serve 
the best interests of the patient (so called paternal¬ 
istic treatment 113 ), but in civilian settings, the pater¬ 
nalism exception to the moral rule does not apply to 
rational, competent adults. However, because the 
rights of those in active military service have his¬ 
torically been abridged by law, these boundaries 
are less certain. 2 In fact, there are numerous military 
regulations and policies that shape the practice of 
psychiatry to represent the preeminence of institu¬ 
tional goals and values over those of the indi¬ 
vidual. 41,118 Besides the absence of a right to in¬ 
formed consent or refusal with regard to 
hospitalization or psychiatric treatment, there are 
also limitations in the service member's rights to 
privileged communication 22 and to psychiatric due 

119 

process. 
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There also may be overriding moral justification 
for coercive treatment when the treatment is deemed 
necessary for the welfare of others (so called utili¬ 
tarian value). Was there sufficient benefit to society 
to justify treating Sp4 Gentili according to the com¬ 
bat psychiatry doctrine? That is, in overriding his 
autonomous choice and quickly returning him to 
fight again in spite of some additional risk to him, 
was his treatment team serving a superseding value 
representing the welfare of the American people? 
As a soldier, was he obligated to unconditionally 
sacrifice his self-interest for the common good? 

Some individuals would argue that a treatment 
approach that justifies the sacrifice of the interests 
of the individual soldier in the service of society 
may simply coincide with the military's value of 
teamwork and combat efficiency in some situa¬ 


tions. The military's values can diverge from those 
of society, as many believe was the case in Vietnam. 
In practice, it is unrealistic to believe that the com¬ 
bat psychiatrist can distinguish at any given time 
whether the military treatment doctrine serves es¬ 
sential public welfare or only conforms to military 
objectives, political goals, or a war's popularity. 
Furthermore, this uncertainty may compound the 
already difficult task of determining clinically 
whether a soldier who is opposed to returning to 
combat is suffering from a mental disorder or ex¬ 
pressing a rational refusal. 109 Brill's comment from 
World War II illustrates the influence of the seem¬ 
ing utilitarian values on clinical judgment: "It was 
difficult to define exactly how much of such pa¬ 
tients' ineffectiveness was due to illness and how 
much to lack of desire to do their part." 120(p242) 


DISCUSSION 


The Ethical Foundation of Traditional Military 
Psychiatry 

How can we understand the emergence of such 
strenuous opposition to the combat psychiatry doc¬ 
trine in Vietnam and the subsequent weakening of 
the professional credibility of military psychiatry 
during the Vietnam conflict era? Evidently, under 
the conditions of more "popular" wars—World 
War I, World War II, and the Korean conflict— 
psychiatrists serving in the military apparently ex¬ 
perienced little ethical strain, even though they 
required reorientation from civilian values. 8 The 
traditional military treatment doctrine rested on a 
foundation of mutually reinforcing ethical posi¬ 
tions that seemed sufficiently humanitarian to pro¬ 
vide military psychiatrists with the moral context 
for their clinical interventions. These earlier combat 
psychiatrists believed that not only were they con¬ 
forming to the expectations and values of the mili¬ 
tary, but even more important, there was congru¬ 
ence between what was perceived to be best for the 
soldier and best for society. It was felt that the 
doctrine not only contributed to America's defense 
but also represented the most effective, scientifi¬ 
cally based regimen for protecting soldiers from 
further combat traumatization and from chronic 
psychiatric disability. Thus, it seemed apparent that 
the psychiatrist who failed to understand both sides 
of the soldier's struggle to overcome his fear and his 
own moral dilemma could overly empathize with 
the soldier's self-protective tendencies and 


"overdiagnose" and "overevacuate" such soldiers, 
inadvertently increase psychiatric morbidity, and 
risk negatively affecting the military situation. 4 

Furthermore, these early psychiatrists had confi¬ 
dence in the morality of their treatment goals and 
methods because of supportive positions taken by 
organized psychiatry. 9 They believed that their pro¬ 
fessional activities were consistent with the ethical 
principles of their profession. 

Psychiatry's Ethical Ambiguity Concerning 
Vietnam 

The Vietnam conflict provides a vastly different 
picture. Evidently, the alignment of justifying moral 
principles for combat psychiatry's doctrine that had 
held throughout the earlier wars was precariously 
balanced. As the conflict in Vietnam dragged on 
and the numbers of casualties reached an intoler¬ 
able level for the American public, doubts arose 
about what constituted the ethical practice of mili¬ 
tary psychiatry. Such doubts also coincided with 
the rising social consciousness in the late 1960s and 
early 1970s and the increased proportion of civilian- 
trained psychiatrists assigned to the military in 
Vietnam. 81 Many military psychiatrists who served 
in the second half of the Vietnam conflict felt in¬ 
clined to identify with the dissent of the vast num¬ 
bers of soldiers who were—for the first time in the 
modern history of American warfare—themselves 
opposed to the nation's political and military objec¬ 
tives. These replacement psychiatrists became con- 
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cerned that the military treatment doctrine was not 
humanitarian and might only serve authoritarian 
and political ends (ie, violating primum non nocere). 
They questioned the treatment regimen that would 
induce soldiers to believe that further exposure to 
combat was in their best interests and evidently 
worried that they could "expect" soldiers to risk 
their lives or their mental stability without moral 
justification. 

In spite of their attempts to find the balance 
between harm and benefit, military psychiatrists in 
Vietnam functioned in the dark. Although they 
knew of the successful implementation of the mili¬ 
tary treatment doctrine in past wars, they had no 
reliable information about whether their patients 
might face unacceptable risks because of its use in 
Vietnam. Nor could they comprehend whether the 
doctrine truly served public welfare. Even if the 
conflict met the standard for a just war by interna¬ 
tional law, its morality for the psychiatrist in Viet¬ 
nam, just as for the soldier or citizen, may have been 
far more subjectively determined. 2 

The Military Psychiatrist as Scapegoat 

The ethical burden for Vietnam's combat psy¬ 
chiatrists was magnified because they struggled 
with these issues alone. Psychiatry failed to recog¬ 
nize their dilemma, provide them with ethical sanc¬ 
tions, or monitor the institutional regulations, poli¬ 
cies, and treatment doctrine that affected the practice 
of military psychiatry. Furthermore, the tendency 
for critics such as Lifton 62 to equate the questions 


about the institutional abuse of psychiatry with 
those regarding the conduct of the individual psy¬ 
chiatrist greatly added to the combat psychiatrists' 
role confusion. A more realistic consideration would 
acknowledge the impossible contradiction of mili¬ 
tary and professional obligations under those cir¬ 
cumstances. In the words of Boman, "The role of the 
military psychiatrist in a conflict like Vietnam en¬ 
compasses so many ambiguities and moral dilem¬ 
mas that one would not be surprised at his lapsing 
into almost a state of frozen ambivalence" 21(pl24) 
London 121(pp249_250) went further by challenging the 
new "moralistic 'right think'" of those who would 
fault military psychiatrists for not actively oppos¬ 
ing the military in Vietnam,"... it is unseemly, if not 
immoral, to retrospectively condemn the doctors of 
last decade's war for doing what then looked like 
their duty. . . ," 121(p250) 

Section three of the APA's principles of medical 
ethics with annotations especially applicable to psy¬ 
chiatry 117 speaks of the psychiatrist's obligation to 
provide the best possible care within the constraints 
of the system while striving to change those condi¬ 
tions that are not in the best interests of the patient. 
However, it is unclear what could have been done 
differently by military psychiatrists during the Viet¬ 
nam era. Opposition to military regulations and 
policies by individual professionals appears self- 
defeating if one considers the examples of social 
worker Meshad, 122 general medical officer 
Livingston, 71 psychiatrist Locke, 88 and the well-pub¬ 
licized court martial in 1967 of dermatologist H. 
Levy, as commented on by Veatch. 123 


CONCLUSION 


Although this chapter seeks to understand the 
negative impact of the Vietnam conflict on the psy¬ 
chiatrists who served there and the degradation of 
the prestige of military psychiatry, perhaps it con¬ 
tributes little more than to express lamentations 
following a failed war. If the United States had 
achieved its military and political goals in South¬ 
east Asia, would concerns about a doctrine that 
urges soldiers to return to the fight be taken seri¬ 
ously? It certainly seems self-evident that as the 
country loses its will to make sacrifices for the sake 
of fighting a war, soldiers will quickly become de¬ 
moralized, and the psychiatrists sent to support 
them will struggle as well. 

Still, it has been amply documented how the 
Vietnam conflict's unpopularity and the collective 


sense of its wrongfulness affected America's com¬ 
batants; however, far too little has been said regard¬ 
ing the impact of these aspects on healthcare pro¬ 
viders such as psychiatrists and allied medical 
personnel. This chapter's inclusion of the personal 
reactions from the Vietnam era—testimony that 
is typically absent from the analyses of moral 
philosophers and bioethicists—seeks to recog¬ 
nize the agony of the psychiatrists (and others) 
who wrestled with the Vietnam conflict's moral 
and ethical questions. 

The moral dilemma for combat psychiatrists in 
Vietnam was no greater than that for the soldier or 
military leaders. Furthermore, their service there 
was clearly less physically hazardous. Neverthe¬ 
less, might psychiatry and the nation owe some 
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measure of gratitude and acknowledgment to these 
men and women in consideration of their impos¬ 
sible task and the personal sacrifices they sustained 
in performing the duties that their country asked of 
them? 

Regarding the more general questions surround¬ 
ing the implementation of the traditional combat 
psychiatry treatment doctrine, in the more than two 
decades since American troops were withdrawn 
from Vietnam, there has been regrettably little in¬ 
terest in resolving challenges that arose during the 
conflict regarding its ethical justification. In the 
wars before Vietnam, this doctrine had proved to be 
highly effective for treating individuals with com¬ 
bat stress reactions and returning them to duty. 
Furthermore, it was uncontroversial and later suc¬ 
cessfully adapted for use with civilian populations. 
As this review of the doctrine's rationale and ethical 
quandaries suggests, combat psychiatrists are in¬ 
fluenced by powerful, potentially competing value 
systems but cannot always appreciate some of the 


most important factors that affect the balance of harm 
and benefit associated with their treatment decisions. 

Surely, it can be said that psychiatry as a profes¬ 
sion buried its bitter Vietnam memories after the 
conflict and that they have yet to be assimilated. Yet 
critical moral and ethical questions regarding the 
loyalties of combat psychiatrists remain. Rather 
than replacing the wrenching memories of the Viet¬ 
nam conflict and the associated decadent and divi¬ 
sive epoch with amnesia, psychiatry and its mili¬ 
tary representatives should seek consensus 
regarding the unique collection of ethical dilemmas 
that can surround the delivery of psychiatric care 
under combat conditions. More specifically, future 
research and study should be devoted to the estab¬ 
lishment of fundamental ethical standards and for¬ 
malized professional guidelines for the treatment 
of military casualties. Otherwise, there remains, as 
there was during the Vietnam conflict, a greater 
burden of conscience borne by each psychiatrist 
who serves. 
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INTRODUCTION 


Command consultation in the field of military 
medicine is the process of providing expert mental 
health advice to commanders on matters affecting 
the mental health and performance of military per¬ 
sonnel, usually in the context of their military orga¬ 
nization. The term unit consultation is a synonym 
that emphasizes the unit-based focus of command 
consultation rather than the focus on the individual. 
Command consultation normally occurs on the re¬ 
quest of the commander or another person in the 
chain of command who has detected the potential 
for or existence of a problem that could be helped by 
mental health consultation. While this topic is pre¬ 
sented from a psychiatric perspective, many of the 
principles presented here can be applied to consul¬ 


tation by physicians in other branches of medicine. 
The same principles and methods of consultation 
are practiced by the other disciplines in the mental 
health or combat stress control team: social work 
officers, clinical psychologists, psychiatric nurses, 
occupational therapists, and their noncommissioned 
officer counterparts. 

We begin with a brief review of the origins and 
development of command consultation in the mili¬ 
tary. The balance of the chapter is devoted to high¬ 
lighting the major steps involved in performing the 
consultation, ethical considerations, and risks to 
the consultant. We have provided many examples 
of previous consultations and included the experi¬ 
ences of senior consultants to illustrate these points. 


ORIGIN AND HISTORY OF PSYCHIATRIC COMMAND CONSULTATION 


Psychiatric consultation in the U.S. Army began 
in World War I, based on the experiences of British 
psychiatrists as reported by Salmon. 1 A psychiatric 
consultant was assigned to each corps and division. 
Army psychiatric consultation continued to grow, 
learning from the experiences of World War II 2,3 and 
the Korean conflict. 4 As the understanding evolved 
of how the stresses of military service and combat 
affected soldiers, the approaches of psychiatrists 
and other mental health professionals also evolved. 

The Attempt to Screen for Psychiatric 
Vulnerability 

Before and during the early part of World War II, 
psychiatrists followed the theories of 
psychoneurosis that were prominent at that time. 
These theories held that the personality was vulner¬ 
able, and breakdown occurred as a result of expo¬ 
sure to extreme stress. 5 They believed that psychiat¬ 
ric disorders did not occur in normal persons, but in 
weaklings or those with emotional instability that 
predisposed them to emotional breakdown and 
psychiatric illness, illness that required evacuation. 6 
It was also thought that psychiatrists could screen 
out such conditions in advance. 7 Short interviews 
with psychiatrists and nonpsychiatric physicians 
were set up at induction stations to examine recruits 
for the presence of or potential for psychoneurotic 
illness. This screening proved to be a failure and 


was one of the great lessons learned in World War II 
psychiatry. Menninger noted that "From the point 
of view of manpower, we must frankly face the fact 
that although they were poor risks, many unstable 
individuals could and did make excellent records. 
Many men who were rejected as questionable pros¬ 
pects might have been good soldiers under favor¬ 
able circumstances." 8<p289) 

Effective screening would have required exam¬ 
iners to accurately judge the degree of resistance a 
soldier could marshall against stress. The strengths 
of the emotional supports provided by social forces 
operating in the army were underestimated, and 
there was no way to measure the capacity of the 
soldier to identify with his unit and to obtain strength 
from such a social process. The resiliency of the 
soldier and the capacity to regain equilibrium un¬ 
der stress was not anticipated. 

Forward Management of Psychiatric Casualties 

On the war front, there was a clear need for the 
forward management of psychiatric casualties; 
major manpower losses occurred where such ef¬ 
forts were not made. Forsaking the practice of World 
War I, psychiatrists were not assigned to U.S. Army 
divisions until November 1943. The principles of 
combat psychiatry required that psychiatric casual¬ 
ties be treated close to their units, as soon as pos¬ 
sible, and with the expectation that they would 
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soon return to duty. These ideas were later concep¬ 
tualized by Artiss 9 as proximity, immediacy, and 
expectancy, abbreviated to the acronym PIE by oth¬ 
ers. As it was put by Colonel William C. Porter, 
"Treat them within the sound of the artillery." 10(p350) 
The implementation of these principles resulted in 
the return to duty of the majority of psychiatric 
casualties following very brief treatment and rest. It 
was very difficult to obtain reliable figures on the 
numbers of troops returned to duty, but the esti¬ 
mate was that after 1943, psychiatrists returned 70 
to 80% of psychiatric battle casualties to duty who 
were thereafter indistinguishable from their soldier 
comrades. 8 

Whether psychiatrists could predict behavior, 
especially in combat, was another matter. Fortu¬ 
nately, some kept notes on what they did and wrote 
about their experiences. Several rich anecdotes were 
provided by Plesset 11 based on his forced "experi¬ 
ment" with soldiers who would most likely have 
been screened out by both the psychiatrist and the 
commander: 

It is not always possible in the army to dispose of 
men who appear to be undesirable. Furthermore, it 
is, and has been, one of the functions of the division 
psychiatrist to salvage and to encourage the reten¬ 
tion of men rather than to increase the loss of man¬ 
power. For these reasons and others, there were 
remaining in my division after the gang plank was 
raised, 138 men who during training had presented 
sufficient adjustment difficulty to necessitate psy¬ 
chiatric attention. Most were the chronic complain- 
ers who were referred by their unit surgeons. They 
represented an assortment of neuroses and so-called 
constitutional psychopathic states. It was with some 
apprehension that I viewed their future adjustment 
to combat, and in order to salvage some satisfaction 
through the virtue of prophetic powers, I labelled 
the records of 25 of these as especially poor risks. I 
anticipated seeing most of the group of 138 in the 
first few days of combat or perhaps even earlier, for 
these were the "known" problems. 

Case History: Soldier aged 28—married with two 
children—first seen June 1944, at which time he had 
more than 3 years' service. Family history revealed 
that his parents had been separated for 16 years, and 
that his mother had been in a state mental hospital 
for 4 years. Work history indicated intermittent and 
variable employment. Soldier completed the 7th 
grade at the age of 16. He complained of headaches, 
dizzy spells, nervousness. He said that he felt "all 
tore up" and that he had periods when he remem¬ 
bered nothing he did for a whole day. During the 
interview, he was tense and fearful. He had four 


courts martial for A.W.O.L. He was labelled as a 
poor risk for combat. During combat he served in an 
infantry battalion and received the Bronze Star Medal 
for heroism. At termination of the war he was still 
on duty. 

At the end of 30 days of combat, only one of the 
entire group had been evacuated for "exhaustion" 
(army terminology in medical units forward of 
evacuation hospitals for psychoneurosis or other 
psychogenic disorders). No other had been evacu¬ 
ated for any reason—137 were still on duty. . . . 
During the first month, one had been decorated 
with a Bronze Star for bravery. After 60 days of 
combat—3 had been admitted to the Division Clear¬ 
ing Station for "exhaustion," 134 remained on duty. 

In the subsequent 3 months of combat there were no 
other admissions from this group for "exhaustion." 
Eighteen had been evacuated or transferred for other 
reasons (2 had been killed in action, 1 was a battle 
casualty, 7 were non-battle casualties and 8 were 
transferred for various reasons). At the termination 
of the war there were 120 remaining on duty. Nine 
had received a Purple Heart for wounds; eight had 
received a Bronze Star Medal for heroic or meritori¬ 
ous service. 11(p88) 

Army policy regarding combat psychiatry did 
not change until the spring of 1944, from screening 
to conservation of manpower, 7 and the psychiatrist's 
role changed from disposition of personnel to ad¬ 
vice on how to use marginal personnel. Psychia¬ 
trists then began to function in a true preventive 
fashion advising on training, personnel, morale, 
and discipline, and lecturing on mental health and 
human relations. War Department Circular 48 in 
February 1944 7 ( p 400) specified the commander as re¬ 
sponsible for developing the mental health of train¬ 
ees and officially designated psychiatrists to give 
mental hygiene lectures to officers and enlisted 
men at all training camps. 

Development of Preventive Psychiatry and the 
Consultative Approach to Mental Health 
Problems 

Based on their findings from combat, psychia¬ 
trists felt that they had proved that social-environ¬ 
mental circumstances were overriding determinants 
of behavior, and the basis was set for wider applica¬ 
tion of preventive and consultative psychiatric ser¬ 
vices. Rioch 6 wrote that during World War II, psy¬ 
chiatric concepts of prevention and treatment 
underwent pronounced changes, almost reversals, 
and Appel 7 wrote that prevention began where 
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screening left off. The preventive measure that 
Rioch 6 considered most important was the under¬ 
standing of human relationships. The greatest de¬ 
fense against breakdown in combat, which can be 
considered a form of acute situational stress, was 
the development and reinforcement of group cohe¬ 
siveness. One of the major lessons learned in World 
War II was that psychiatric disability correlated 
positively with external stress and was not limited 
to so-called intrapsychic determinants, as had been 
predicted. 

While many psychiatrists were occupied with 
screening, others had been assigned to training 
camps. Consultation services by psychiatrists were 
seen with suspicion by higher level commanders 
who thought that consideration for the adjustment 
of the individual soldier was mollycoddling and 
would weaken the fighting man. They thought that 
the existence of such clinics would give official 
recognition to maladjustment and that lectures about 
mental hygiene would give soldiers the tools to 
malinger. These fears proved to be unfounded be¬ 
cause 80% of maladjusted soldiers were returned to 
their units to complete their training, and the others 
were expeditiously removed. 10 

After World War II and before the consultative 
approach was taken, trainees with adjustment prob¬ 
lems were treated as patients in outpatient clinics. 
These clinics were overwhelmed by disgruntled 
soldiers. Extensive psychiatric and psychological 
examinations did not predict future performance. 
Information derived from observations of work and 
study of the actual nature of the soldier's relations 
with persons in his unit were more valid predictors 
of performance than were extensive psychiatric and 
psychologic examinations. In doing traditional psy¬ 
chiatric examinations of trainee adjustment prob¬ 
lems, U.S. Army mental health professionals over¬ 
emphasized pathology and overpredicted failure of 
adjustment. 12 Psychiatrists assigned to training cen¬ 
ters organized mental hygiene consultation centers 
to apply what they considered to be preventive 
psychiatry concepts to the stresses of basic training. 
During World War II, mental hygiene consultation 
centers were established but, after the war, were 
abandoned. After the Korean conflict, 35 were again 
established. 13 These facilities were located sepa¬ 
rately from the hospital, both geographically and 
administratively, and were attached to the training 
center headquarters. For this reason, and others, 
they became identified with the viewpoint of the 
troop commanders instead of the hospital. 7 Psy¬ 
chiatrists frequently observed the behavior of the 


troops on duty and participated in training with 
them, thus learning important aspects of camp life. 
Cases of maladjustment in training were treated by 
attempting to increase the soldier's affiliation with 
his unit and to make his adjustment to the military 
a positive occurrence in his life. 14 Efforts were cen¬ 
tered on prevention: primary, secondary, and ter¬ 
tiary. 4,15 When treatment was performed, it was 
done in a milieu, mostly by technicians with the 
psychiatrist as supervisor. 13 

Cruvant 16 commented that the intelligent line 
officer is the military psychiatrist's first bulwark of 
offense and defense for early prevention, recogni¬ 
tion, and prompt elimination of the psychiatrically 
unfit. One of the major goals of early preventive 
psychiatry was education of the line officers about 
the functions of psychiatrists. Cruvant wrote about 
the need for a close relationship between the line 
and training officers, a need that remains unchanged 
today. This relationship was called laborious ". . . 
when the psychiatrist exists as a remote, unap¬ 
proachable entity within the cloistered halls of the 
station hospital." 16<p42) War Department Field 
Manual 8-10, June 1946, 7(p410) noted that the majority 
of the factors that determine the mental health of 
troops fall in the province of command, that staff 
psychiatrists and commanders would maintain close 
liaison, and that the psychiatrist would monitor the 
mental health of the command and conduct a con¬ 
tinuous education program by formal lecture and 
informal discussion to instruct enlisted people and 
officers in mental health. He was also advised to 
closely monitor such matters as training schedules, 
leave policies, disciplinary procedures, and the need 
and opportunity for rest and recreation. The three 
areas that most affected the mental health of the 
men were morale, leadership, and personnel poli¬ 
cies. The idea that psychiatric knowledge could be 
helpful in these areas was new to army leadership. 

True primary preventive psychiatry occurred late 
in World War II when psychiatric advice was ap¬ 
plied to large numbers of men. For example, psy¬ 
chiatrists in the Fifth Army recommended that in¬ 
fantry replacements be sent forward in groups who 
had trained together rather than as individuals. 7 
Other preventive measures that were recommended 
were discussed by Appel and Beebe: 17 providing 
incentives and rewards for infantrymen, establish¬ 
ing a length of combat tour policy, increasing the 
meaning of the importance of tactical objectives for 
soldiers, and communicating to the soldier the rea¬ 
sons for fighting the war. They also noted that for 
preventive psychiatry to be successful, it had to 
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demonstrate that environmental changes can con¬ 
tribute to the mental health of the population. Its 
ultimate success depended on whether stress fac¬ 
tors could be identified that were both important 
causes of psychiatric disorders and subject to modi¬ 
fication or control. 

The efforts of the World War II and Korean con¬ 
flict era consultative and preventive psychiatry pro¬ 
grams were judged to be successful although evalu¬ 
ations of the effectiveness of the preventive 
psychiatry programs were difficult to obtain. 
Menninger 18 noted that preventive efforts during 
World War II were an outstanding achievement, 
but that no statistics were available. He concluded 
that the education of line and medical officers and 
their advice to command on mental health and 
morale undoubtedly accounted for a tremendous 
saving of manpower. 

In 1960, the Group for the Advancement of Psy¬ 
chiatry prepared a report 19 to summarize the pro¬ 
grams of preventive psychiatry in the armed ser¬ 
vices, to evaluate their effectiveness, to derive 
operational concepts, and to indicate possible ap- 

CURRENT MODELS OF C 

Training 

Command consultation is not a subspecialty of 
any mental health discipline, but is a set of skills 
that begin in training and increase as the individual 
gains experience. The same consultation skills that 
are used in command consultation are used in other 
areas of psychiatry. For example, similar skills are 
used by a child psychiatrist consulting to a school, 
in community psychiatry consulting to community 
agencies, and in the hospital consulting to other 
physicians. In hospital-based training programs, 
one model that seems particularly useful is that of 
liaison training in medical and surgical consulta¬ 
tion, often based in consultation-liaison psychiatry 
training. 20 This area of training and practice is 
multidisciplinary and involves many of the same 
medical and behavioral sciences disciplines, for 
example, psychology and social work, that consult 
to commanders. 

There are no firmly established training models 
of command consultation training, but we note one 
example of what was reported as an effective train¬ 
ing program. In one psychiatric residency, com¬ 
mand consultation training was provided over a 1 
year period, consisting of consultation to a unit in 


plications of the principles to nonmilitary settings. 
The group found that there had been a decrease in 
the hospitalization of identifiable psychiatric disor¬ 
ders both in war and peace; there had been a con¬ 
tinuing decline in medical separations for psy¬ 
chiatric illness; there had been no corresponding 
increase in loss of manpower through adminis¬ 
trative channels or through medical separation 
for nonpsychotic illness when corresponding 
periods of time were involved; and there had 
been a decrease in the number and rate of disci¬ 
plinary confinements. The group concluded that 
although the data were not as complete as might 
have been desired, they did indicate a significant 
trend showing that a loss of manpower from 
psychiatric disorders had been prevented. The 
group noted that the data could not support the 
idea that emotional difficulties had been pre¬ 
vented, but rather that ineffectiveness had defi¬ 
nitely been reduced through the early recogni¬ 
tion and prompt outpatient treatment of 
emotional difficulties during adjustment situa¬ 
tions, combat, and noncombat. 

IMAND CONSULTATION 

the field on a weekly basis. 21 A biweekly seminar on 
consultation by an experienced consultant was also 
held in the hospital. A recent article by psychiatrists 
at Letterman Army Medical Center describes a simi¬ 
lar program. 22 A good base of literature in the com¬ 
mand consultation field is severely lacking. Most of 
the writings tend to be oriented around consulta¬ 
tion in different settings such as in combat, 23 in 
training environments, 24 or in esoteric settings such 
as a refugee camp. 25 Other authors have stressed 
technical points such as the development of roles 
for the various professions in consultation, 26 the 
necessity of having high-level command support 
for consultation to be maximally effective, 27 unit 
group consultation, 28 and the allocation of resources 
to consultation. 29 

Development of a high level of skill in consulta¬ 
tion seems best taught in an apprenticeship model 
in which a senior psychiatrist takes a resident or 
junior staff member with him on a consultation visit 
and teaches the particulars of the case. 

On a local level, the primary basis on which a 
good consultative relationship between the mental 
health professional and the commander is often 
established is by the good clinical work of the would- 
be consultant. The consultant who gains credibility 
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through his clinical work is then likely to be sought 
for future work. The assistance of the mental health 
professional is made known to the higher levels of 
command, and he soon has a reputation as being 
helpful and competent or not useful. 

There are many types of problems for which 
mental health consultation is sought, from the ad¬ 
justment problems of recruits at a training center to 
questions of the conduct and judgment of high- 
level officers. The knowledge, skills, and attitudes 
of the consultant will change with experience, and 
the approach will vary depending on the type of 
consultation. It is difficult to anticipate all the types 
of consultation that could occur, but the following 
seem to be the major categories. 

Problem-Oriented Consultation with Local Unit 

A psychiatrist is called on to consult with a unit 
with which he has a history but does not maintain a 
close relationship. Accidents involving military 
personnel, for example, provide a scenario in which 
a consultant can provide assistance to a unit, as well 
as form a relationship with a commander. 30,31 A 
common example of this type of consultation is the 
army division psychiatrist who consults to units in 
the division. Another example is the air force psy¬ 
chiatrist who consults to the flight surgeon. Flight 
surgeons often call on the psychiatrist for assistance 
with cases, particularly pilots about whom there is 
some question about their fitness to fly. 32 

The need for consultation in a combat environ¬ 
ment is given by Kurtz, 33 who described his obser¬ 
vations as a commander in Vietnam with a 
nonpsychiatrist physician who helped his unit. The 
education of other physicians by psychiatrists to do 
consultative work is one of the most important 
tasks of the psychiatric consultant: 

My best experience with doctors was in Vietnam 
when I was a battery commander. The battalion 
surgeons were young captains. As far as treating 
wounds went, they hardly ever got into that process 
because the evacuation system was so efficient. No 
matter where we were, even when I was wounded, 
the brigade aid station was usually the first stop, if 
any, before reaching a surgical hospital. They [the 
battalion doctors] didn't serve a real medical pur¬ 
pose in combat; they weren't there doing open heart 
surgery on the battlefield, but they were there, and 
did a great job, along with the chaplains, with keep¬ 
ing the lid on things in terms of human emotions. 
They had just enough training, enough general 
knowledge of psychiatry and psychology to where 
they were able to handle things. If a kid was under 


stress, they were able to identify that and they were 
able to create little situations to alleviate that stress. 

I think they took very good care of commanders, 
and I think they knew to keep anybody healthy, 
they kept the commanders healthy. So they were 
able to take care of a commander who was getting 
tense to the point of almost becoming dysfunc¬ 
tional. They, in their own way, put their arms around 
company commanders who were getting stressed 
out. Almost all of what they were doing was keep¬ 
ing us functional. 

Kurtz 33 also noted some problems that could be 
of interest to a battalion commander. These consul¬ 
tations were not performed, but were needed: 

I would say, "I'm trying to raise standards in my 
battalion and it's going to cause stress. Advise me, 
what do I do. How do I package the program? What 
kind of stress can I anticipate? How do I deal with 
it?" Or, "We are going into a night training cycle. 
What do you know about sleep deprivation? Can 
you watch my outfit work for awhile and tell me 
who is sleeping and who is not. Why are things 
going wrong? Why are staffs up 24 hours? Give me 
some background, what happens when we don't get 
enough sleep?" 33 

Problem-Oriented Consultation with Remote 
Unit 

This type of consultation is sometimes called a 
"one-shot consultation" because the consultant or 
consulting team will go to a site, perform the con¬ 
sultation, return home, and be unlikely to see the 
recipients of the consultation again. These consulta¬ 
tions tend to occur with units that have no ongoing 
mental health contact, such as on a ship. Common 
examples of this type of consultation are seen when 
there has been a problem such as a severe training 
accident, disaster, a number of suicides, or unit 
performance problems. A particularly exciting de¬ 
velopment in this type of consultation has been 
the concept of the U.S. Navy's special psychiatric 
rapid intervention team (SPRINT). 34 These teams 
are located at major U.S. Navy hospitals 
(Bethesda, Portsmouth, and Oakland) and are 
available to consult with commanders, usually 
on ships, when there has been a serious incident 
with the high likelihood of mental health conse¬ 
quences for the crew. SPRINT has been used 
following the collision between the USS John F. 
Kennedy and the USS Belknap, 35 the strike of the 
Exocet missile on the USS Stark, and the explo¬ 
sion aboard the USS Iowa. 
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An example of a problem-oriented consultation 
is provided by Crigler, 36 who described the results 
of part of a team consultation for a problem aboard 
an aircraft carrier: 

The aircraft carrier was having some friction be¬ 
tween the air boss and the commanding officer of 
the ship. They wanted to know what was that about. 
The psychologist and psychiatrist took the tack of 
doing a full evaluation of both of them, and were 
getting lots of interesting data, but it was not rel¬ 
evant at the time, though some of it became more 
relevant as time went on. We decided we would 
split up and each do our own thing, getting together 
after dinner. What was interesting was that neither 
of us had ever been on a ship for an extended period 
of time, and had never seen the sort of personality 
dynamics that evolve on an aircraft carrier. 

There was a definite split between the "black shoe" 
navy which are the men who drive the boats and run 
them. They deliver the goods, whether it's people, 
airplanes or Marines, vs. the "brown shoe" navy 
which are the fly boys, the men in the squadrons. 
Very, very different kinds of people. When we went 
to the wardroom of the black shoe officers, they 
were cordial, polite, civilized, on their good behav¬ 
ior, as you might see in an officers' club. They had 
linen on the table, etc. The whole thing was genteel 
and the conversation was wide-ranging: music, lit¬ 
erature, movies, politics. The next day, we had lunch 
and dinner with the brown shoe guys. They ate at 
plain long wooden tables with nothing on them but 
bottles of ketchup, mustard, and hot sauce, at least 
50 people at a table. It was located right under the 
flight deck. The noise was bad and the jet fuel smell 
was pervasive. You would hear the planes slam into 
the deck as the hook caught the plane's cable. They 
all came in their flight suits, which were basically 
scruffy. They all looked like they hadn't shaved, 
washed, or combed their hair in two or three days. 
They were amazingly crass to me and to the male 
psychiatrist. Obviously, they were not trying to be 
anything they weren't; this was their normal style of 
camaraderie. I felt as if I were at a fraternity party in 
the middle of football season about an hour before 
the game starts when everybody is almost totally 
blitzed. These guys had not been drinking, but they 
were giddy. All they could talk about was "flying 
and broads." It was a fraternity, a rah-rah imma¬ 
ture, bravado, narcissistic type of response. I admit 
that when you are trying to land a plane going 600 
miles per hour on a postage stamp in a bouncing sea, 
you had better have a narcissistic trait or two or you 
are not going to do it very well and if you don't do 
it very well you are not going to live very long. It 
was easy to understand some of the differences, but 
it was also easy to see why these people were not 


getting along very well. They were operating out of 
two very different cultures. The commanders of 
both of the groups were as clearly dominant as you 
could find, so when we talked to the two command¬ 
ers and the admiral, we said "Well, basically we 
have found a difference in personality styles and we 
are surprised that you are finding this a problem 
only on this particular ship." He said, "I picked one 
at random." Given that this situation is typically 
going to occur, we helped him find a way to institu¬ 
tionalize techniques to help those two very different 
kinds of people interact more effectively and 
smoothly. I don't know what happened to the study, 
but I know they did change the way they ran staff 
meetings and how the two admirals of the surface 
and squadron communities related to one another 
at headquarters. 36 

In some cases, the consultation may really be on 
system-oriented problems that are common to a 
number of units or types of people. Fragala 37 pro¬ 
vided some examples: 

Part of the mystique of the fighter pilot rests in the 
congruence of her or his actions in terms of the 
legends of the old West. The heroic cowboy comes 
upon trouble alone and fixes it his way and on his 
terms. This kind of independence and autonomy 
used to be rolled into the idea that fighter pilots 
were to be trained to be "tigers." The problem is that 
"tigers" take big risks and don't generally operate 
well as part of a team. If you train people to be 
professionals first, think and talk to them as execu¬ 
tives, issue them briefcases, etc., you end up with a 
different product. Even better, you teach that there 
is a time to be a tiger and a time to be an executive, 
and that both roles (along with others) are required; 
that is, that the roles really must be integrated to 
achieve the desired result. 37 

Primary Prevention or Public Health 
Consultation 

In this situation, the consultant is asked to advise 
on policies or procedures that may affect large num¬ 
bers of people. This type of consultation often de¬ 
pends on the consultant having specific scientific 
expertise in the area required. Recent examples 
have to do with advising command about continu¬ 
ous military operations and sleep discipline 38 and 
developing cohesive military units that are consid¬ 
ered more combat effective than noncohesive units. 39 

Educational Consultation 

A final type of consultation provided to com¬ 
manders and units is one that has been frequently 
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used to educate commanders about stress and 
mental health. During World War II, education 
was one of the goals of preventive psychiatry. 
Lectures to commanders were a part of preven¬ 
tive psychiatry, aimed at improved mental health 
and psychological education of officers. Today, 
there are several types of educational consulta¬ 
tion. All of the services have requirements for 
classes on various mental health subjects to 
troops. For example, health promotion activities 
are required of all the services under Department 
of Defense (DoD) Directive 1010.10. 40 The ele¬ 
ments of this program include smoking preven¬ 
tion and cessation, physical fitness, stress man¬ 
agement, alcohol and drug abuse prevention, and 
early identification of hypertension. Three of 
these programs, suicide prevention, stress man¬ 
agement, and combat stress, provide the oppor¬ 
tunity for the mental health officer to come to the 
unit, teach a class, and attempt to form a consul¬ 
tative relationship with the unit officers and se¬ 
nior noncommissioned officers. 

Gelles 41 described a consultation that developed 
from a request for stress management training: 

This consultation was to a medical command, one 
that deals with a combat unit. They were function¬ 
ing inefficiently and then were stressing out the 
combat end of it [people they were serving]. They 
lost 13 of their people to Desert Shield [personnel 
who were deployed to Saudi Arabia from 1990 to 
1991]. There was a problem in the unit which seemed 
to be some kind of acting out, a lot of stress. A lot of 
people had friends deployed and people were very 
anxious about this war. They wondered when they 
were going, too, and they had all kinds of excuses. I 
brought information on deployment and combat 
stress. I talked to people and found out there was 
gross inefficiency in communication in the com¬ 
mand about the way people are feeling. They were 
not talking to their seniors because they thought 
their seniors were not effective. I tailored a lecture 
around communication and the feelings of stress 
about not being able to communicate about how 
they were feeling, the exacerbation of their own 
anxieties, the potential losses of friends deployed, 
and their own fears about being deployed. We talked 
about combat and delayed stress responses in an¬ 
ticipation of how they would manage friends or 
flyers that came back wounded. The other thing that 
was interesting was that there were some Vietnam 
veterans who had been corpsmen in Vietnam and 
had become officers and nurses. One doctor had bad 
experiences in Vietnam. The Persian Gulf war was 
exacerbating a lot of very uncomfortable feelings 
and they were not talking. They were looked at by 


the staff as role models for how you manage your¬ 
self during a war and they were actually role models 
for shutting down. I encouraged them to have their 
own group where they could talk with each other. In 
about a month, I made a follow up call. They said 
things were better. I sent them an after action report 
with recommendations, from clinical and organiza¬ 
tional perspectives. They were encouraged to look 
and listen for the cues of what is symptomatic of 
dysfunction in the group and realize it may not be 
the individuals. 41 

Following the recent combat operations of the 
U.S. military. Operation Just Cause (Panama, 1989) 
and Operation Desert Shield/Storm (Persian Gulf 
War, 1990 to 1991), many mental health profession¬ 
als have been called on to provide debriefings to 
returning units or classes on post-traumatic stress 
disorder (PTSD). In most of these situations, the 
mental health professional provides an attempt at 
prevention of later disorders through familiarizing 
troops and commanders with the usual sorts of 
symptoms that occur after a traumatic event. This 
approach is usually aimed at normalizing such 
symptoms as sleep disturbance, intrusive thoughts, 
dreams of the event, disturbances in interpersonal 
relationships, and understanding the need for a 
recovery time. Commanders often are very resistive 
to such interventions because they fear that such a 
class will traumatize their people by reopening 
subjects that they would like to see forever closed. 
Another common means that units use to deal with 
trauma is to make the training schedule very full. 
Consequently, anything that interferes with ongo¬ 
ing training activities is not allowed. Special pro¬ 
grams, such as stress management classes or com¬ 
bat psychiatry classes, are often mandated by 
high-level authority, and units are required to make 
time for the consultant. In some cases, a meaningful 
dialogue can take place, but in others, the com¬ 
manders are hostile and provide many obstacles to 
the consultant. 

Fagan 42 reported that in the Persian Gulf War, 
perhaps as many as 1,000 units were given consul¬ 
tation for stress management, a need that the com¬ 
manders of the units thought would be of help to 
the soldiers and was considered essential. In one 
sense, this might represent naivete in that officers 
may see stress management functioning like a vac¬ 
cination. On the other hand, it seems to be the first 
time that mental health resources have been re¬ 
quested on such a large-scale basis, indicating that 
officers and noncommissioned officers see mental 
health services as valuable to them. 
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PERFORMING THE CONSULTATION 


Differences between Clinical and Consultation 
Questions 

The consultation question is often framed in terms 
of one or more individuals but is also, to some 
degree, about the health of the command. An analo¬ 
gous process for psychiatrists may be school con¬ 
sultation and hospital consultation-liaison psychia¬ 
try. In both these cases, an assessment may be 
performed on an individual but also on the milieu 
in which the person interacts. In addition, in both 
cases, the clinician must serve the needs of the client 
and the system. 

Clinical training frequently neglects the work 
environment, which probably reflects a devaluing 
of the ways in which work contributes to health. 
Work is often seen as a stressor, and not as some¬ 
thing that maintains and sustains people. An ex¬ 
ample of this attitude was given by Ursano: 43 

Clinicians ask, "Tell me what's going on in your 
family," but, unless there is something dramatic 
going on at work, they may not have a lot of interest 
in it. Command consultation, by definition, deals 
with the organization and looks at the work envi¬ 
ronment and its contribution to performance and 
health and is different from psychiatric care in terms 
of its focus on performance in addition to just health. 
For example, a healthy service member may present 
with depressive symptoms which are secondary to 
poor performance and disciplinary actions because 
he has personality conflicts with a supervisor. 43 

Cross-Service Consultations 

For those persons making consultations across 
services, Ursano 43 described both advantages and 
disadvantages: 

There are frequently substantial advantages to wear¬ 
ing a blue suit [U.S. Air Force] when consulting with 
a green uniform [U.S. Army]. There can be disad¬ 
vantages early on, it seems, in terms of getting into 
the system, because you have to give more explana¬ 
tion, but once you are in it is frequently an advan¬ 
tage because you are seen as someone who is not in 
the usual chain of authority or command. You are 
clearly identified as not a part of the usual chain in 
contrast to when a green suit consultant shows up, 
someone always wants to know "Where is it going 
to? Who is he or she reporting to? Which com¬ 
mander is going to hear about it?" When you are in 
a blue suit consulting to a green suit you are in fact 


already identified. You have trouble getting in, but 
once you are in, you may have a more clear defini¬ 
tion in the eyes of the consultees which will assist 
their talking to the consultant. Being an outside 
consultant provides advantages and disadvantages; 
we can trivialize those issues if we think only of a 
consultant as working from inside. There is another 
aspect of being the outsider which is that the out¬ 
sider provides a certain kind of validation to the 
experience of the consultees, which it is not ob¬ 
tained by someone on the inside. 43 

Uniform 

The uniform of the consultant is of great impor¬ 
tance. It is important to wear the same uniform as 
that worn in the unit. When the unit wears a work 
uniform, the consultant should wear the same. This 
is a nonthreatening way to begin a consultation and 
decreases the psychological distance between the 
unit members and the consultant, particularly im¬ 
portant when psychiatric consultation is involved. 
When people hear that a mental health officer is 
coming to the unit, in most cases, they expect him to 
wear a white coat and are relieved when they find 
that such is not the case. However, there is a caution 
in wearing the same uniform as the troops being 
visited. Mateczun 44 noted that while a consultant 
may gain credibility by wearing the same uniform 
as the unit to which he is consulting, there is also a 
danger in thinking that you know what it is the unit 
does simply because you wear the same uniform. 

Language 

Using the language of the group to which one is 
speaking is a primary skill involved in being a 
consultant. Ursano 43 noted: 

Although we get kind of glib about that [the lan¬ 
guage], I think when we consult with commanders 
we sometimes act as if we already know it. I don't 
think that's true; I don't think the language of com¬ 
mander A is the same as that of commander B. The 
language of a commander of a hospital is not the 
same as the language of a troop unit, which is also 
not the same language as that of the commander of 
a support unit. The ability to identify what language 
is being spoken and to be able to speak that lan¬ 
guage becomes important. It is also important to 
remember that you can also fool yourself. You can 
learn the language and think that you automatically 
understand what it is that the unit does. 43 
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Forming a Consultation Team 

The U.S. Navy SPRINT is an example of a group 
brought together to perform a consultation but is 
not the only instance. More common is the ad hoc 
team that has been created for a specific consulta¬ 
tion. When this is done, team composition must 
consider the expertise of each member, the group 
they represent, and the ability of each person to 
function in the type of team envisioned by the 
leader. In addition to the military personnel, team 
members may be needed who have special ability to 
understand the problems of members of other ser¬ 
vices, civilians, and family members. In a consulta¬ 
tion that is expected to be lengthy and difficult, the 
ability of a group to work together and to support 
each other must be considered in addition to the 
other factors listed above. An organization is being 
created and then sent to do the consultation. For the 
SPRINT, no less than three people are sent out. In 
addition to the three traditional mental health pro¬ 
fessions, other line officers or noncommissioned 
officers and enlisted personnel, chaplains, nurses, 
and lawyers can be of assistance. 

Formulating the Consultation Question 

When a consultation has been requested, the 
consultant should help the requestor clearly formu¬ 
late the goals of the consultation so that there are no 
unwarranted expectations. Leaders of military or¬ 
ganizations often have very little idea of what they 
specifically would like you to do. Setting goals with 
the consultee is somewhat like making a therapeu¬ 
tic contract with a patient. You tell them what your 
limitations are, what you can and cannot do, and 
what it is that you have to offer them. 

Gaining Entry to a Unit 

The consultant who wishes to provide profes¬ 
sional input for the purpose of improving the health 
and performance of the members of the unit must 
obtain a means of entry to the unit. The process of 
consultation may begin with a request for consulta¬ 
tion from the unit commander or from an official 
outside the unit such as a higher level authority 
with an official interest in the unit. In addition to 
permission to visit the unit and talk to people, entry 
to the unit also means obtaining the willingness of 
individuals in the unit to disclose factual and emo¬ 
tional material on the subject of the consultation. 
This willingness seems to occur most easily when 


the following has occurred: the consultant has pre¬ 
viously provided assistance to the unit, has spent 
time with members of the unit and is perceived as 
someone who is available and can be counted on to 
be around to discuss follow-on action, is not there to 
investigate or blame the unit for its problems, or is 
a well-recognized individual with outstanding cre¬ 
dentials in the field in which he is asked to consult. 
Simply advertising oneself as a consultant in the 
military and having credentials to support that 
stance frequently leaves individuals disappointed 
when they are not called on. 45 

Explaining the Purpose of the Consultation 

When the consultation involves an evaluation of 
one or more individuals, particularly in cases of 
fitness for duty, a question in the mind of the con¬ 
sultant sometimes is how much to tell the subject of 
the evaluation. Fragala 37 described the need for all 
parties in the evaluation to be clear about all the 
issues involved. Although these comments refer to 
evaluations of high-level personnel, they are gener¬ 
ally applicable to all ranks in the fitness for duty 
type of consultation: 

I address that issue [the purpose and results of the 
consultation] right out of the box and tell them 
forthrightly that they will get to see and get a copy 
of everything I write, and that I will tell them who I 
talk to and about what. I also communicate the 
notion that, if indeed they are sent to me, I insist that 
they know who sent them so that I take of the 
purchase and the mantle of how ever many tea 
leaves [stars] it takes to get the person's attention. I 
insist, when I can, on a telephone or a face-to-face 
between the individual to be evaluated and the 
person who is referring them so it's real clear that 
somebody they respect is saying "Go do this and tell 
the doc the straight scoop." I will very often call the 
referring individual when first notified and say, 
"Look, please have the following conversation with 
the person that you are sending." I am not an MRI 

V7 

scanner. 

Approaching the Organization 

A consultation usually begins with the head of 
the organization. Remembering the model of the 
consultation-liaison psychiatrist, just as in starting 
with a patient, his anxiety about being the subject of 
a consultation must be allayed. Mateczun 44 reported 
that he typically began with the question, "Tell me 
what it is you do and how do you do it. I'm here to 
learn about what it is you do." 
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The commander and others in the unit may tend 
to view themselves as passive recipients of the 
consultation process. It is preferable that they be 
active participants. Just as an understanding of the 
patient's concept of their illness is needed, that is, 
the chief complaint, so is getting the commander's 
view of what is happening. If the request for the 
consultation came from someone other than the 
commander, the initial concept of the problem will 
be that of the consultee, not the commander of the 
unit. There is usually a difference between the two. 
Each has his own perception. 44 

Understanding Unit Structures and Functions 

For an unfamiliar unit, the first task of the con¬ 
sultant is to learn exactly what it is that the unit 
does. The formal structure of the unit is learned by 
looking at the unit organizational chart, but one can 
mistakenly believe that everything that goes on in 
an organization is listed on the organizational chart. 
In addition to the formal structure, the consultant 
must attempt to become familiar with the set of 
informal subgroups to understand how a unit really 
operates. For example, one must have some concept 
of the enlisted structure because enlisted personnel 
do most of the actual work in a unit. It is different in 
every service and is separate from the administra¬ 
tive structure. For example, in the army and the 
marine corps, the officers administer and the en¬ 
listed personnel fight; in the air force and navy, it is 
generally the opposite. One must also learn some¬ 
thing about the enlisted working conditions, how 
communications flow up and down, and those who 
have power in the organization that comes from 
their own personality characteristics. 44 

Interventions 

In doing a consultation, one must learn to distin¬ 
guish between organizational consultation and in¬ 
tervention. Sometimes the process is an interven¬ 
tion or it can lead to a discrete intervention. For 
example, SPRINT has elements of command con¬ 
sultation built into it. They are not necessarily called 
that to the commander, but some of the concepts 
and techniques are the same. Mateczun 44 described 
the process of distinguishing between consultation 
and intervention this way: 

The intervention itself interacts with actually doing 

a consultation. When you are interviewing, you are 

performing a triage of your decisions and actions at 

the same point. You are constantly making deci¬ 


sions as you are finding out more information about 
where it is you are headed and what it is that you 
need to do. For instance, you may discover an indi¬ 
vidual who is obviously having problems of a sui¬ 
cidal, dangerous, or psychotic nature. You will make 
an intervention at that point and not wait for the 
process to end. You have to take a somewhat differ¬ 
ent framework with you. You have to know a little 
bit about systems theory and organizational psy¬ 
chology. The usual tendency is to frame things in 
terms of individual psychopathology, or organiza¬ 
tional pathology, just as we sometimes want to deal 
with a client in a diagnostic sense. This is probably 
not the best approach. The tendency of many con¬ 
sultants is to use pathological language rather than 
a language that addresses function and ability which 
are more understandable to the consultee. You ap¬ 
proach the consultee emphasizing that you are his 
or her consultant and, as such, are to be used as a 
resource to him. That is indeed what you are and 
failure to establish this understanding will likely 
result in a failure to establish rapport. The usual 
consequence is that your interventions will not be 
accepted. In other words, the likelihood of your 
interventions being accepted often depends as much 
on your style as it does on the perceived worth of 
your ideas. 

As an example, there is a squad where someone is 
being scapegoated. They have identified somebody 
as strange, different, or odd, and the squad is going 
through a process of group formation through ex¬ 
clusion of that individual or that has already hap¬ 
pened and they have had a suicide. People may 
think that the person actually was odd or unusual 
and not understand the process of the group forma¬ 
tion that went on or how leadership may not have 
been optimal during that process. To educate them 
you can say, "This is a process that can occur in 
groups, but you as the leadership can learn how to 
effectively intervene to educate people about this 
process and why it may endanger the function of the 
group." If they ask, "Why?", say, "Well, if this 
happens to an individual, the thought in everybody 
else's mind is that 'This may happen to me.' You 
have to keep this in mind in group formation." You 
may meet resistance from the other members of the 
squad, but the result should be a squad where sol¬ 
diers feel safe. It should be emphasized that loyalty 
within the group to each is the basic strength of that 
group. Or, because of identification with the group, 
the leader may say "No, this guy really is weird." 
You have to work with them on that. 

You must continue that process as time goes on. 
Periodically check with them and remind them of 
your availability. You cannot just go off and never 
come back. One good method is to establish a regu¬ 
lar meeting time. Your goal is to have the consultee 
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value and appropriately seek your counsel, not cre¬ 
ate dependence on you. 44 

Terminating the Consultation 

What happens at the end of the consultation 
depends on the type of consultation arrangement 
with the client. If it is a one-time consultation, the 
relationship usually ends at that point. If it is ongo¬ 
ing, you will close out a particular question, but you 
will continue the relationship that you have estab¬ 
lished with the consultee. Mateczun 44 described 
important aspects of the termination process of the 
"one-shot consultation" and its aftermath, particu¬ 
larly for the consultation team: 

In either case you may be required to do something 
such as provide a report, and you have to bring 
closure to the relationship or that phase of it. In this 
process you may have to close a lot of loops and talk 
to a lot of people. You have learned something from 
them, and they expect you to reciprocate. There are 
certain people to whom it is crucial to give some 
immediate feedback: the commanding officer or 
leader and the person who consulted with you origi¬ 
nally. When you have finished, you want to debrief 
yourself and your team. This is crucial. Usually you 
have gotten very involved in the process. One way 
to look at it is as a "no fault" process for yourself and 
your team. Depending on the situation, you may 
have been exposed to a particular psychological 
trauma or been confronted with the stress of ex¬ 
tremely unpopular recommendations to a hostile 
group. While you hope your recommendations will 
improve the function of the group and the individu¬ 
als in it, there are always doubts. So you want to talk 
it over and debrief yourselves. 44 

Reporting the Consultation 

The report prepared by the psychiatrist, in addi¬ 
tion to being a legal document, is what the com¬ 
mander will pay the most attention to, and the 
success or failure of the consultation may ride on 


the ability of the officer to report his findings. If 
both sides are serious about solving problems, 
the report is a critical step in the consultation. 
Fragala 37 provided his views on preparing re¬ 
ports of consultations: 

Critical to the written report is the formulation of 
the case. The commander is trying to solve a prob¬ 
lem first and foremost. Doctrinaire statements will 
often be followed by a return letter which says, 
"Please answer the question...." The mental health 
professional must first be clear about what the real 
question is in a given case, and must also realize that 
it may not be the question that seems to have been 
asked. The consultation is a process. Once you de¬ 
cide that an Axis I mental disorder is or is not 
present, you need to realize that only if you are 
going to hospitalize the individual (and even then 
only if there is no chance that he or she will ever 
return to duty) is the commander not ultimately 
responsible for the health and welfare of the mem¬ 
ber. Commanders are selected, in part, because they 
take this kind of responsibility very seriously. They 
really do want to be given a professional's perspec¬ 
tive so as to better understand who this person is, 
and how they work. Reporting Axis I as "Occupa¬ 
tional Problem" doesn't quite do it. 37 

Mateczun 44 advised caution when preparing a 
report from an extended or a one-shot consultation: 

You need to exercise some caution before sending 
out a report from the unit. Usually someone else is 
there like the skipper, and he wants things to be 
finished and reports sent out and the case closed. 
Meanwhile, you have been working for 16-18 hours 
a day, constantly dealing with people, and you are 
tired. Your judgment is just not as good, and it is not 
wise to formulate your report until you leave the 
consultation site. Reflecting after you have left the 
place often gives you a great deal of information; 
you realize how enmeshed certain organizations 
are, what was going on and how you got involved in 
it. Consultation is not only a cerebral, objective 
process. We have to use ourselves as instruments, 
and measure how and why we respond to things. 44 


RISKS TO THE CONSULTANT AND ETHICAL ISSUES IN CONSULTATION 


The Ex Cathedra Statement 

Mateczun 44 cautioned the consultant in believing 
too much in his own infallibility: 

There is a tendency to see yourself as an expert, and 
as you become known in the larger, overall organi¬ 


zation, you may tend to make pronouncements that 
are not warranted by the data. You have to con¬ 
stantly remind yourself not to make these ex cathe¬ 
dra statements. It will relieve your anxiety to be¬ 
lieve that you possess this power and your consul tees 
will likewise feel less anxious because of your cer¬ 
tainty. It is, of course, delusional on your part and 


162 


Psychiatric Consultation to Command 


theirs. Humility not only protects you but makes 
you less threatening to the consultees. Every prob¬ 
lem is new and deserves the same approach. 44 

"Lone Ranger" Status and Low Rank 

Military positions in which the incumbent has 
the best opportunity to consult are frequently en¬ 
try-level positions for military mental health work¬ 
ers. Examples of these positions are the division 
psychiatrist, psychologist, or social worker in the 
army and the sole mental health provider at a clinic 
in the air force. These people are usually junior in 
grade to the commanders with whom they are asked 
to consult. Rosato 46 pointed out some of these de¬ 
mands on new mental health professionals: 

We have now about 121 USAF military treatment 
facilities and many are clinics with no beds at all. Of 
the ones that have beds, many of them are 25 or 50 
bed facilities and smaller. These are smaller facili¬ 
ties than the other two services which have fewer 
facilities, but much larger facilities. What that can 
translate into is a lot of isolation among our people. 
Of those 120 facilities, about 35 have sole providers 
which means, at that particular installation, the 
mental health person operates all by him- or herself. 
They do all the psychiatric evaluations, they take 
care of the drug and alcohol evaluations, they take 
care of the child and spouse abuse problems, they 
take care of the exceptional family member pro¬ 
gram. They are Mr. or Ms. mental health for that 
base which means a lot of responsibility falls on 
their shoulders. It means often times that they may 
have to call and get consultation on things that are 
more complicated or beyond their level of expertise. 
At the same time, it allows them an especially close 
relationship, because they don't have as many medi¬ 
cal colleagues. The tendency at smaller bases is to be 
more tied into the line community, to be more a part 
of the military community. 46 

In addressing the issue of how does a young 
officer consult with a relatively senior commander, 
Rosato 46 reported: 

Typically, I find new people or younger people a 
little ambivalent about consultation. They know 
that it needs to be done, but they are not sure how to 
do it. In these cases, you are talking about a lieuten¬ 
ant or a captain who might need to go into a squad¬ 
ron with a unit commander who is a lieutenant 
colonel or colonel. They are really not sure about 
how to approach that individual, whereas if that 
same lieutenant colonel or colonel were in their 
office and having a marital problem, they would 
have no problem. When you get into questions of 


managing people or organizations, then they are a 
little reluctant due to their inexperience within the 
organization. 46 


Breaking Boundaries 

Mateczun 44 pointed out unexpected risks to the 
consultant in doing mental health work outside the 
patient setting where other than the usual roles 
apply: 

You have to go out and talk to people if you want to 
understand what's going on. Fortunately, the con¬ 
sultant can break boundaries with impunity. You 
walk all over a ship, or spend time with a unit that 
you would otherwise be unable to do. Usually in our 
day-to-day environment, we are in a very defined 
role and we interact with people in a very defined 
way. If you take the consultant's stance, "I'm here to 
learn what it is you do and how you do it," you go 
around and talk to anybody. There's an inherent 
danger in the consultative process. You may be¬ 
come involved, particularly when something bad 
has happened. You can lose objectivity, and it is 
very likely that at some point you could become 
enmeshed in the process and lose track of what you 
are doing there. It's important to constantly check 
yourself and debrief with your teammates. This is 
one of the many reasons to have teammates with 
you during this process. When you are out in a unit 
alone, you lose communication with everybody else 
that provides any kind of reality check. 44 

Double Agency 

Adams and Jones 32 wrote on the dilemmas of 
evaluating pilots. Ursano 43 amplified their points: 

There is a dilemma for the person who serves as a 
consultant to a flight surgeon who is then a consult¬ 
ant to the commander of a flight line. When you 
evaluate a pilot for the presence or absence of psy¬ 
chiatric illness, you have the dilemmas of establish¬ 
ing rapport and getting information from the pa¬ 
tient who sees you as the representative of the 
commander. You recommend medically to the com¬ 
mander and the pilot that the pilot should not fly. 
This is a dilemma because it seems that the recom¬ 
mendation would be different for the two. In fact, 
the best interest of the pilot and the unit are served 
when an honest evaluation is rendered. The pilot 
should not be placed in an airplane when not fit 
because of the danger to himself as well as the 
damage to the system. A parallel is security evalua¬ 
tions in which you are assessing the ability of some¬ 
one to carry a weapon or their propensity for disclo- 
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sure. The dilemma of the flight surgeon is similar to 
that, although maybe more so because the flight 
surgeon may also be the one treating the patient or 
having to recommend treatment. This is called 
double agency; one is representing two different 
organizations, goals, or tasks simultaneously. 47 One 
appears to be representing the organization against 
the individual. When the pilot says, "But you can't 
ground me. I've got to fly. It's what makes me 
happy. If I'm not flying. I'll feel even more de¬ 
pressed," it may be helpful to point out that "Flying 
was never meant to be a therapeutic activity." The 
consultant doesn't keep them in or out of their jobs. 
He simply renders a medical opinion. Another thing 
that is helpful in this setting is recognizing that one 
is dealing with ability to function and trying to 
maximize return to performance levels and func¬ 
tioning. You must remember and emphasize that 
removal from one's job based on psychiatric reasons 
is not an indictment or a declaration of lack of 
worth. 43 

Confidentiality 

To some degree, confidentiality does not exist 
because the mental health professional works for 
the commander as well as the patient. The extent to 
which it exists is determined by the consultant who 
must frame the answer to the question, "What is it 
the person needs to know?" There is actually very 
little problem in preserving confidentially with com¬ 
manders because they only want to know, "When 
can I expect him to be back at work, if at all?" and, 
"Is he going to continue to have problems?" You are 
dealing with issues of prognosis and performance. 
While you generally give a psychiatric diagnosis, 
you do not give the intimate details that are shared 
with you by the patient. For there to be a breakdown 
in confidentiality, the commander has to be asking 
inappropriate questions, and the consultant has to 
be answering inappropriately by providing infor¬ 
mation that is not needed. 48 

Another view of confidentiality addresses the 
needs of the consultant, the consultee, the pa¬ 
tient, and the organization. Fragala 37 addressed 
this problem: 

Very often military mental health professionals who 
are at the beginning of their careers think of them¬ 
selves as working for the patient's interests exclu¬ 
sively. This immediately leads them into difficulty 
since the service sees them as its agent as well. 
Splitting one's allegiance does no one a service. The 
professional must realize that she or he must arrive 
at a solution which serves both ends; the needs of 
the individual and the needs of the service. Any 


solution which respects the needs of only one agency 

is always the wrong solution. 37 

Community vs Patient 

When consulting to an organization in your own 
military community, you have to be particularly 
sensitive to the danger of losing objectivity. One has 
to have an understanding of the community from 
which he operates. One way that this understand¬ 
ing occurs is through maintaining an intellectual 
distance from it. If the consultant is part of it, he not 
only has a sense of what the community needs and 
risks, but also a personal investment in that com¬ 
munity. If there is too strong an identification with 
a community, one can lose track of the patient; if one 
lacks any identification with his community, he 
may not appreciate the seriousness with which the 
community views the issue. In the latter case, the 
consultant may be seen as a threat to the community 
and be devalued and dismissed. 49 

Closeness and Intimacy 

As part of a military unit, one usually develops 
bonds or emotional ties to the unit and the people in 
that unit. On the positive side, because of this posi¬ 
tion, many informal mechanisms of consultation 
become available. Flowever, it can be an extremely 
difficult task to remember which role one is operating 
in, comrade or consultant. An example is the flight 
surgeon, who is assigned to a squadron and flies with 
the people there. He is able to make use of informal 
consultation, such as suggesting that somebody not 
fly today rather than formally grounding them. That 
consultant must remember his responsibility to ground 
the pilot if the suggestion is not heeded. 

When the consultant has developed a close rela¬ 
tionship to a unit, as in the case of flight surgeons 
operating independently, he can be powerfully af¬ 
fected emotionally by losses. In addition to the 
family and other members of a squadron, the death 
of a pilot is also keenly felt by the flight surgeon. 50 This 
exemplifies the intimacy and closeness in these set¬ 
tings, particularly during combat when unit bonding 
typically becomes tighter. The consultant can also 
become a victim of the particular disasters or traumas 
of the unit to which he is trying to consult. 49 

Short vs Long Consultations and the Develop¬ 
ment of Relationships 

The differences in a short- and long-term consul¬ 
tation may be related to the analogy of short- and 
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long-term therapy. 51 Both short- and long-term con¬ 
sultative relationships have unique elements to them 
that are potentially very powerful and emotional, 
providing opportunities for self-disclosure and self¬ 
growth. In the short encounter, one may regret the 
brevity that precludes an enduring sense of rela¬ 
tionship, but it frequently opens up avenues for 
self-disclosure by virtue of the expectation that the 
consultee will not have to interact with someone 
who knows too much about them. At times, there is 
an advantage to being a one-shot consultant where 
the subject of the consultation will never see the 
consultant again. It is a similar issue in assessing 
certain patients for psychotherapy where one needs 
to be somewhat confrontive and challenging. The 
confrontation may disrupt the ability to do ongoing 
work, but it brings the problem into awareness and 
makes future work on the problem possible. The 
recipient of the consultation may not be able to hear 
you later when you talk in a very different tone about 
information you want to provide to them. You have 
established a confrontational style of relating to them. 
This raises another parameter of being a consultant: 
that of duration and how that influences all one's 
behaviors, presentation of data and expectation of 
outcome provided in consultation. 49 

Shame, Guilt, and Victimization 

When the consultant establishes an ongoing liai¬ 
son with a group, he becomes familiar with all of its 
intricacies and informal systems used in its day-to- 
day operation. There is a disadvantage to this de¬ 
velopment because the consultant, based on what 
has been learned about the people, may carry senses 
of shame and guilt that the people in the unit may or 
may not carry: 

To help minimize this it is important to establish 
early on that you as the consultant are human with 
all the attendant frailties and shortcomings, but will 
try not to let these interfere in your work. However, 
if despite your best efforts they do, the consultees 
should feel free to let you know in order that you can 
take the appropriate corrective action. This should 
serve to let people know that you accept human 
weaknesses without being judgmental and models 
the attitude that the consultees should be open and 
help each other to work more effectively in an emo¬ 


tionally safe environment. Needless to say it is al¬ 
ways helpful to remind ourselves that we are not 
employed to cast judgment but rather to assuage 
guilt in the interest of more harmonious human 
relations and more efficient organizational func¬ 
tion. When you do become aware of personal issues 
that need to be addressed to individuals, remember 
that these issues are usually painful and should be 
treated with great sensitivity. One good way to 
highlight shortcomings to someone is to report one's 
own similar shortcoming in the past and your ap¬ 
preciation of the situation. 

In terms of disaster and trauma, when you are 
dealing with vulnerable individuals, this can affect 
the consultant's sense of himself or herself. If he or 
she is not able to provide something, and there is 
exploitation going on because of the victimization 
of people, the experience of the consultant is that of 
being someone who is also victimizing. That can be 
mitigated by the process of being able to provide 
something to them and thereby of experiencing 
oneself as helpful. 49 

Investigation vs Consultation 

Consultation involves the collection of informa¬ 
tion and determining how to use it. While this 
aspect of consultation is rarely part of an actual 
investigation, it may appear as such to the consultee. 
Ursano 49 described some emotional and behavioral 
aspects of this sometimes subtle interplay between 
consulting and investigating: 

Another difficult aspect of being a consultant is that 
of balancing an investigative and a helpful mode 
because you are always collecting information. 
Whenever you meet somebody, there is always this 
sense of intrusion, that you are investigating. So one 
has to develop ways to deal with the anxiety from 
people that you are consulting to, particularly when 
the consultation occurs after a disaster or trauma, 
where investigations are being conducted to assess 
blame. The expectation is that you are also investi¬ 
gating something to find guilt, and you have to 
work to dispel that idea. The consultant usually has 
pieces of knowledge or information that can be 
given to provide consultees with something that 
they feel is helpful relatively early. It provides a 
certain sense of give and take that this is not going 
to be a one way street, that there is something 
coming back. 49 


RESISTANCES TO CONSULTATION AND SYSTEM LIMITATIONS 

Changes in the military structure have to some professional and the commander to create condi- 

degree conspired against both the mental health tions where neither talks much to the other. Increas- 
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ing centralization of support resources makes close 
associations difficult and thereby decreases the 
understanding built through frequent contact. The 
company mess hall became the battalion mess hall; 
the battalion surgeon and company medics relo¬ 
cated to a troop medical clinic rather than in the unit 
area; the battalion chaplain splits his time between 
the unit, the post chapel, and facilities such as a post 
family life center; and the division psychiatrist, 
psychologist, and social worker have been pooled 
at post level. All these assets are seen by the com¬ 
mander as having been taken away from him, leav¬ 
ing his unit to fend for itself while requirements 
have increased so that officers and noncommis¬ 
sioned officers may tend to see themselves as hav¬ 
ing little time to concern themselves with day-to- 
day troop matters. 

With increasing automation in the military, the 
day is either here or very near when reports can be 
generated quickly on the referral rates by battalion, 
including comparisons with other units, all of which 
are unlikely to improve relations between the line 
and the mental health providers or consultants. 
Military units, like most organizations, do not like 
to make their inner workings and problems public. 
Commanders are acutely aware of negative indica¬ 
tors that may be taken by others as poor leadership 
on their part. Some indicators that make command¬ 
ers nervous are poor performance on military tasks, 
unauthorized absences, courts-martials, venereal 
disease rates, police blotter reports, and mental 
health referrals. As a result, the consultant who 
notices that a unit has a high rate of mental health 
visits is not likely to be seen, at least initially, as 
bearing good news or offering a welcome service. 
Commanders are rated on their performance, and 
anything that reflects negatively on their unit is 
generally avoided and potentially reflects adversely 
on their leadership. As a result, it is important for 
the consultant not to appear as a critic or investiga¬ 
tor, and thus a consultant stance is helpful. 

Command consultation is not practiced as fre¬ 
quently as hospital-based mental health practice 
whether in psychiatry, psychology or social work. 
The limitation often seems to lie in the worker as 
well as in external constraints. The officer who 
wishes to spend time consulting with a unit is 
rarely forbidden from doing so, but usually he is 
not encouraged to do so either. The emphasis 
tends to be on the discouraging side rather than 
the encouraging. 

Rodriguez 52 identified six resistances to involve¬ 
ment in community consultation programs: (1) ethi¬ 


cal issues such as confidentiality; (2) time constraints; 
(3) discomfort with systems because of lack of fa¬ 
miliarity with community-based programs; (4) fear 
or stigma by association with community programs, 
competition with nonmedical personnel, nontradi- 
tional identity, and political programs; (5) identifi¬ 
cation with the medical model of treatment with 
emphasis on individual treatment, hospital base, 
and medical therapies; and (6) role-identity con¬ 
flicts related to public programs. 

A very serious drawback to consultation by mili¬ 
tary mental health professionals is the lack of credit 
because of their efforts in terms of patient counts. 
With increasing emphasis on management in mili¬ 
tary medicine, the number of patients seen per 
provider is the basis for staffing and budgets. Pre¬ 
ventive and consultative efforts produce few pa¬ 
tient counts—little that the psychiatrist can take to 
his commander as evidence of his contribution. 

In the air force, mental health professionals have 
a different distribution than they do in the army and 
navy. Often, only one psychologist or social worker 
is assigned to a clinic at a small air force base. Army 
and navy mental health providers are rarely totally 
professionally isolated. In these cases, the mental 
health service functions like a small town private 
practice. In some of these cases, the mental health 
professional must also provide specialized services 
to the community, such as drug and alcohol treat¬ 
ment and family advocacy. These services are re¬ 
quired by the air force to be provided at every base 
and are staffed by or consulted to by psychologists 
and social workers and psychiatrists. Consultation 
is much more likely to occur in these locations than 
in the larger medical centers because there is a need 
for practitioners to help each other and there is 
more involvement with the line that does not usu¬ 
ally occur at the larger medical centers. 

Training programs have emphasized individual 
treatment and biologic approaches to psychiatric 
treatment. 52 A consequence of this emphasis has 
been less interest in community psychiatry and less 
attention to the importance of the family in sustain¬ 
ing the soldier than during the time when a preven¬ 
tive and community approach was emphasized. In 
an effort to indicate the current need for preventive 
programs, Rodriguez 52 noted that efforts to reduce 
family problems as a way to help reduce stress on 
the soldier are valid uses of a psychiatrist's time. 
Such family problems are often based on unit poli¬ 
cies such as frequent deployments and field duty, 
irregular hours, and differences in policies toward 
married and single soldiers. Psychiatric consulta- 
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tion could benefit preventive as well as ameliora¬ 
tive efforts. Rodriguez 52 suggested five specific 
areas in which psychiatric leadership in the com¬ 
munity could be affected: (1) weekly consulta¬ 
tions at day care centers and schools including 
sessions with teachers, nurses, administrators, 
and students; (2) routine informal meetings with 
hospital physicians and nurses, monthly inservice 
education programs for staff, and special inservice 
courses for emergency room personnel on emer¬ 


gency and preventive psychiatric care; (3) alco¬ 
hol and drug education at all commands; (4) lec¬ 
tures and discussions on television and radio and 
before community groups on mental health is¬ 
sues, such as alcoholism, isolation, and other 
military-related family problems, family stress, 
and child and spouse abuse; and (5) community 
seminars on subjects such as child-rearing, 
assertiveness training, women's issues, and re¬ 
laxation techniques. 


RESEARCH IN COMMAND CONSULTATION 


Research in this area is hard to do, and most 
clinicians who perform consultation do not have 
the training or the time to do it anyway. Neverthe¬ 
less, the Group for the Advancement of Psychiatry 19 
identified some research needs that are still current. 
They recommended the following six areas as de¬ 
serving of special consideration: 

(1) That statistical methods of the three branches of 
the armed services be made uniform; so that 
experiences and methodology can be readily com¬ 
pared. 

(2) That records be kept of policies, directives, or 
preventive and treatment measures that are initi¬ 
ated and might be expected to influence the indi¬ 
ces of effectiveness. 

(3) That particular attention be devoted to factors 
that are emotionally supporting in the face of 


unusual stress; e.g., motivation, values, attitudes, 
needs, and communication, as well as environ¬ 
mental manipulation. 

(4) That the natural history of individuals undergo¬ 
ing basic training, overseas assignment, isolated 
assignment, and similar peacetime stresses be 
studied ... to gain insight into the processes of 
adjustment and breakdown of individuals ex¬ 
posed to such situations. 

(5) That research teams be formed to function under 
operational conditions in the field and that, in the 
event of war, such teams be available to imple¬ 
ment previously planned research studies. 

(6) That controlled studies be done using social sci¬ 
ence skills in the utilization of marginal man¬ 
power during peacetime ... to avoid undue 
wastage of human resources during national 

emergencies. 19(pp296 ~ 297) 


SUMMARY 


The task of consulting to command is not easy. 
The needs of the services have remained relatively 
similar over the years: Soldiers, sailors, marines, 
and airmen still have adjustment difficulties, and 
units still have difficult mission challenges, suffer 
disasters, and have leadership and performance 
problems. Ways of operating have changed both for 
military units as well as for the mental health com¬ 
munity. For both, control has become more central¬ 
ized, and more is demanded of officers. For ex¬ 
ample, automation has made it possible for people 
to count events in a way that was not possible 
earlier and has generated many more reporting 
requirements. Reporting takes time away from other 
activities. Within psychiatry and the other mental 
health disciplines, practice has changed. For psy¬ 


chiatry, the focus has gone toward biological and 
individual treatment rather than toward communi¬ 
ties and group treatment. Of the other mental health 
professionals, social workers are the most likely to 
be interested in group and community processes. 

Consultation started as a mass movement, at 
least in the U.S. Army. It has now become more of a 
specialty than it used to be, both in terms of the 
skills required and the number of people who at¬ 
tempt it. Today, the consultant must have a broad 
range of skills. He must know not only his own 
organization but also many others including other 
services. Such skill development takes time and, 
more important, the presence of a mentor who can 
teach younger people "the ropes" of consulting. 
Our impression is that most people who perform 
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consultation successfully enjoy it and have a sense 
of having contributed something as well as having 
obtained something special that is not ordinarily 
encountered in clinical or administrative life. 

Ultimately, consultation tasks are meant to im¬ 
prove the capability of the military unit to carry out 
its mission. This difference between civilian and 
military psychiatry has been noted in this chapter. 


but it may be of value to point out that the task of the 
consultant is not to please everyone. 

The tasks for the mental health officer and con¬ 
sultant will not stay the same in future environ¬ 
ments. Rather than applying principles without 
thought, the critical contingencies of conflicts must 
be observed and analyzed to apply mental health 
skills to their solution. 
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INTRODUCTION 


Psychiatric support for commanders is an emerg¬ 
ing approach to preventing psychological deterio¬ 
ration in key personnel and in units. The essence of 
the problem is that military service is noted for high 
stress, and leaders experience higher stress and 
lower levels of social support than do members of 
the rank and file in any vocation. The principal 
sources of stress for leaders are isolation, uncer¬ 
tainty, and responsibility. Current thinking on fu¬ 
ture warfare indicates that it will become more 
rather than less severe. 1,2 

Although there is no systematic documentation 
to define commanders' requirements for psychiat¬ 
ric support, almost any objective history of the U.S. 
armed forces in peace and war includes reports of 
deleterious effects on units of dysfunctional behav¬ 
ior by commanders. At the most superficial level, 
one need only recall the sorry parade of command¬ 
ers of the Federal Army of the Potomac in 1861 to 
1864 and the number of generals General Pershing 
relieved in 1917 to 1918 and General Marshall re¬ 
lieved in 1943 to 1945. 3-5 Blair has described in detail 
the inability of many commanders at battalion level 
and above to function effectively in the Korean 
conflict (1950 to 1953). 6(pp581-585,612-614) Few genior CQm _ 
manders were relieved during the Vietnam conflict 
(1964 to 1972) because the bulk of the fighting com¬ 
prised individual company and platoon actions. 
The breakdowns occurred among junior officers. 3-5 


The traditional solution to dysfunctional behav¬ 
ior by commanders has been to relieve those who 
display it. This approach accomplished three things: 
it got rid of leaders who failed, it deterred un¬ 
wanted behavior, and it exculpated superiors by 
fixing blame on the identified problem. This phi¬ 
losophy of firing the failures is expensive in time 
and casualties, and it has tended to suppress initia¬ 
tive. In a world in which armed conflicts can ex¬ 
plode overnight and in which early and competent 
application of force may be decisive, firing the fail¬ 
ures must be the exception rather than the rule. An 
alternative, psychiatric support for commanders, 
acquired substantive potential in the 1990s because 
of developments in biopsychosocial theory and 
psychotherapeutic practice and because of a new 
awareness in the military community that psycho¬ 
logical support can be useful and acceptable. A 
component of command consultation, it is a part¬ 
nership between psychiatry and command to 
strengthen the masterful in contrast to the tradi¬ 
tional psychiatric mode of healing the psychologi¬ 
cally distressed. (See Chapter 9, "Psychiatric Con¬ 
sultation to Command," of this volume.) It offers 
an opportunity for psychiatrists in the field to 
assist commanders to strengthen the psychologi¬ 
cal readiness of themselves and their subordi¬ 
nate leaders to function under conditions of high 
stress. 


HISTORICAL PERSPECTIVE 


In the 18th and early 19th centuries, when Ameri¬ 
can military traditions began, soldiers fought shoul¬ 
der to shoulder. A company usually had a maxi¬ 
mum strength of about 65 men. When it formed in 
two ranks for combat, the company had a frontage 
of about 30 meters. 7 The captain in command could 
shout instructions to his officers and noncommis¬ 
sioned officers (NCOs), and he could even run to 
any point in the line in less than half a minute. The 
colonel of a regiment of 10 companies could see his 
flank companies from his position on horseback 
and could gallop to the furthest one in a minute or 
two. 

The principal tasks of the company commander 
and his lieutenants were to train their men in move¬ 
ments and discipline and see that they cared for 


their bodies and equipment so that they were fit to 
fight. The principal tasks of the regimental com¬ 
mander were to train his officers and see that his 
companies had food, clothing, lodging, equipment, 
and ammunition—the wherewithal to survive and 
fight. 7(ppl28-131) 

Officers and NCOs faced the same risks as their 
soldiers in combat—they were in the line with them 
or in front in some cases. In addition to the danger 
of being felled by musket ball, saber, or bayonet, 
officers also ran the risk that their men might run 
away from the battle leaving them to death, cap¬ 
ture, or disgrace. These uncertainties were some¬ 
what palliated by the close proximity of all the 
members of a company; if a man quailed, an officer 
or NCO was not far away and could communicate 
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with the faint-hearted lad by voice, boot, or flat of 
the saber. Moreover, the officers were available to 
each other for social support; they lived and ate 
together and interacted with each other throughout 
the day. Each was in sight of several other officers in 
combat and could hear each other shout commands. 
Evidence from memoirs reveals that the officers 
of a regiment in the 18th century were not neces¬ 
sarily always mutually supportive and trusting, 
but they were at least physically there for each 
other 8 <pp 7 -mc6i-64,75) 

The Dispersed Battlefield and Auftragstaktik 

With the advent of rifled cannon and small arms 
in the 1860s, shoulder-to-shoulder formations be¬ 
came suicidal, and a trend toward progressively 
greater dispersal on the battlefield began. In 1866, 
the frontage of a Prussian infantry company was 
150 meters, a 5-fold increase, and one-half the width 
of an entire regiment 50 years earlier. 9(p84) The com¬ 
pany commander could no longer control his troops 
with his voice alone, and the regimental commander 
saw his force dispersed over one-half mile. 

Even before combat began, the regimental com¬ 
mander would only be able to see a few of his 
companies and their commanders. Direct commu¬ 
nication was impossible. Victory came to depend on 
junior leaders having the knowledge and confi¬ 
dence to act without reference to higher authority to 
capitalize on tactical opportunities they encoun¬ 
tered. In response to this development, the Prussian 
army instituted Auftragstaktik, w(pp22 ~ 27) a complex set 
of behavior on the part of commanders to develop 
in junior officers readiness and ability to act compe¬ 
tently on their own initiative. Auftragstaktik was 
intended to make the army more effective in combat 
and had no psychological or ethical implications, 
but operationally it was the first systematic approach 
to providing psychological support for leaders. 

Auftragstaktikwas a function of command. It com¬ 
prised behavior on the part of commanders to com¬ 
municate to subordinate leaders that the senior had 
confidence in the junior's judgment, wanted him to 
exercise his initiative, and would support him in his 
actions. Auftragstaktik also included training to de¬ 
velop junior officers' judgment so that encouraging 
their acting on their own would lead to success 
more often than disaster. Auftragstaktik functioned 
as a process of psychologically supportive social¬ 
ization that went on throughout an officer's career. 
Commanders did not scorn or belittle subordinates; 
neither did they overlook errors, inattention, sloth. 


or ignorance. When there were shortcomings in 
performance, the commander would use them as 
opportunities for transformational change. He 
would teach, orient, and strengthen his subordi¬ 
nates in the context of a partnership between the 
senior and the junior leader. 11(pp50_56) 

Psychological concepts were not part of 
Auftragstaktik; neither was coddling. Making war 
was a rough business. The Prussian leaders realized 
that the lower the echelon the rougher it got, and the 
more the leaders needed supportive chiefs. Although 
the junior officer was isolated on the battlefield, he 
had learned from his interactions with his com¬ 
mander that he was a valued member of a group 
whose leader respected and would support him. 
This social support, although less tangible than 
seeing and hearing his commander, often proved to 
be an operationally effective substitute on the dis¬ 
persed battlefield. 

Auftragstaktik served the Prussian and later the 
German army well. Although often outnumbered, 
it won decisively in 1866 against Austria, 1870 
against France, 1914 against Russia, 1939 against 
Poland, 1940 against France, and 1941 against Yu¬ 
goslavia and Russia. When Hitler took personal 
command of the armed forces in late 1941, 
Auftragstaktik faded away and, with it, the era of 
victories. 

The U.S. Army in the 20th Century: A Culture of 
Anxiety 

There have been individual commanders in the 
U.S. Army who practiced the essentials of 
Auftragstaktik, but even if they had been more com¬ 
mon, the lack of any institutional understanding of 
the psychological stresses to which officers practic¬ 
ing this form of leadership were subjected would 
probably have doomed them to failure. Thus, 
Auftragstaktik has never become a way of life in the 
U.S. Army. The culture of the U.S. Army in the 20th 
century has been more nearly one of anxiety: Lead¬ 
ers feared their superiors would find fault with 
them, and they also feared their subordinates would 
let them down. 12(pp232ff)43(pp283ff) Caught between the 
upper and the nether millstones, many leaders have 
sought to assure proper performance by intimidat¬ 
ing their subordinates. To a major extent, the nature 
of U.S. military institutions between 1776 and 1945 
made Auftragstaktik almost impossible and intimi¬ 
dation almost inevitable. Americans kept their 
peacetime military establishments extremely small. 
Expanding the army 20-fold to 40-fold in 1861, 
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1917, and 1942 allowed little time to develop 
subordinate leaders and imposed severe anxi¬ 
eties on regular officers shouldering new and 
heavy responsibilities. 14 

In 1940 to 1945, regular officers were forced to 
depend on inexperienced reservists, former NCOs, 
and officers commissioned directly from civilian 
life to fill most positions up through battalion com¬ 
mander and division staff. Many senior command¬ 
ers used centralized control, minutely detailed or¬ 
ders, and close, coercive supervision to reduce the 
uncertainties they faced. Control rather than trust 
characterized professional relationships. Working 
together under stress united junior and senior offic¬ 
ers and enlisted men in small units and staff sec¬ 
tions, but there was no ethic of support for subordi¬ 
nate leaders. 15(pp71ff,384ff,413ff) 

The traditional practice of drastically reducing 
the officer corps after the war was not followed 
when World War II ended. The army was cut back 
to a little less than three times its prewar strength, 
but it retained almost five times as many officers as 
were on duty in 1939. 16(pp3,14) Many of the officers on 
duty in 1947 could never have aspired to commis¬ 
sioned rank before the war. The army offered them 
undreamed of status and authority, but it could not 
make them secure in that status and authority. 
There had been social supports that sustained offic¬ 
ers before the war. These supports included a small 
officer corps whose members knew each other per¬ 
sonally, long assignments with the same colleagues, 
an atmosphere of study generated by a few bright 
and professionally oriented officers in the middle 
ranks, and social customs that encouraged interac¬ 
tion and mutual support. 8,17,18 These supports were 
attenuated during the wartime expansion. Officers 
commissioned during the war had never experi¬ 
enced those supports, and many did not feel fully 
assimilated in the less homogeneous and more frag¬ 
mented postwar army. Some of them adopted au¬ 
thoritarian behavior patterns such as uncritical sub¬ 
mission to superiors, hostility to innovation, and 
indifference toward subordinates. 19(pp258_265) They did 
not trust their troops or teach small units how to act 
on their own. Together with those of their regular 
army colleagues who during the war had devel¬ 
oped habits of not trusting their subordinates, these 
new officers structured human relations in the U.S. 
Army in an authoritarian mold. 

According to the official historian, command 
during the initial phases of the Korean conflict was 
characterized by mistrust across ranks and epi¬ 
sodes of leadership collapse. 20(pp84,698),21(pl51) As the 


war evolved, an extraordinary degree of 
micromanagement emerged. 12(pp262ff,460ff) The post- 
Korean conflict era saw the full flowering of a cul¬ 
ture of anxiety because the wartime mistrust was 
exacerbated by policies to reduce the size of the 
officer corps. New educational standards that were 
extremely difficult for officers to meet while per¬ 
forming their duties were imposed. A single effi¬ 
ciency report that was less than extravagantly com¬ 
plimentary could lead to termination of active 
commissioned service. Many officers who had won 
their commissions during World War II and the 
Korean conflict lost them. A culture of anxiety de¬ 
veloped that taught officers to attract no attention, 
attempt no innovation, and take no action not spe¬ 
cifically authorized by directives from higher 
headquarters. 12(pp291_292,314_315) Some sought jobs with 
minimal exposure to responsibility, and this meant 
keeping away from troop command. 

Vietnam and the Seeds of Reform 

One consequence of the culture of anxiety was a 
reluctance on the part of midcareer officers to get 
involved with the comparative evaluations and tech¬ 
nical disciplines associated with service in line units. 
When the conflict broke out in Vietnam, many field 
grade officers did not have the requisite profes¬ 
sional knowledge to function effectively as battal¬ 
ion S-3, executive officer, or commander. They had 
isolated themselves so long from their basic branch 
skills that they no longer were able to teach or 
inspect the techniques of field service and combat. 
For example, in some infantry battalions and bri¬ 
gades, there was no officer who knew how to orga¬ 
nize interlocking fields of fire, effective barbed wire 
obstacles, or indirect machine gun fire. Many field 
grade artillery officers did not know how to carry 
out meteorological and survey procedures. The com¬ 
pany and battery commanders were, especially af¬ 
ter 1966, mostly officers with less than 3 years of 
service; they needed older officers who could teach 
them the fine points of their profession. 22(pp208_209) 
Instead, many got only imperious instructions about 
the results they were to produce and the fate that 
would befall them if they f a iled. 3(pp65ff),5(pp96ff) 

Of course, this approach to leadership was not 
unique to the U.S. Army. Many armies have been 
organized along rigidly authoritarian lines that al¬ 
low little leeway for any but the most senior officers 
to exert any initiative. The underlying assumptions 
were that subordinate personnel were incapable of 
understanding the commander's intent and using 
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their own intellects to carry it out, and subordi¬ 
nates had no reason to risk their lives other than 
fear of their commander. In past situations, these 
assumptions were often accurate. But, when they 
persisted into the 20th century, they were usu¬ 
ally inaccurate. 23 

During the conflict in Vietnam, ignorance and 
the inevitable self-doubt and insecurity it entailed 
limited the ability of many career officers to provide 
psychological supports for junior leaders. Many 
junior officers lacked confidence in their superiors' 
judgment and in their readiness to back them up if 
they acted. The results in combat were often that 
junior leaders did not act. The leadership practices 
of an unusually large number of officers, particu¬ 
larly those in the field grades and higher, had dete¬ 
riorated to the point that it caught the attention of 
senior commanders. 3-5 Lieutenant General William 
R. Peers, who had held divisional and corps-level 
commands in Vietnam, sent a memorandum to the 
Chief of Staff, General William C. Westmoreland, in 
which he pointed out that officers were shirking 
responsibility, lying, turning a blind eye to im¬ 
proper behavior by soldiers, commanding from a 
safe distance, ignoring their men's concerns, and 
failing to enforce measures to ensure the troops' 
safety. 24(ppl95-198) Although this type of behavior was 
not universal, 25(pp4S-S2) it was sufficiently widespread 
for General Westmoreland to ask the U.S. Army 
War College to investigate the issues Peers had 
raised. 

The War College's Study on Military Professional¬ 
ism 26 of 1970 found that serving officers in all ranks 
perceived that if they were to achieve personal 
success, they had to please their superiors rather 
than meet the legitimate needs of their troops or 
attend to the good of the service. They saw them¬ 
selves as compelled to attain trivial short-term ob¬ 
jectives through dishonest practices that injured the 
long-term fabric of the organization. The pressure 
to behave in this way seemed: 

... to stem from a combination of self-oriented 
success-motivated actions, and a lack of profes¬ 
sional skills on the part of middle and senior grade 
officers. ... A scenario that was repeatedly de¬ 
scribed . . . [was] an ambitious, transitory com¬ 
mander—marginally skilled in the complexities of 
his duties—engulfed in producing statistical results, 
fearful of personal failure, too busy to talk or listen 
to his subordinates, and determined to submit ac¬ 
ceptably optimistic reports which reflect faultless 
completion of a variety of tasks at the expense of the 
sweat and frustration of his subordinates. 26(ppm ‘ lv) 


The Study on Military Professionalism 26 described 
the gap between the official values of the U.S. Army 
and praxis—the way socialization processes taught 
leaders to behave. The gap was not new; describing 
it without euphemism was. The study recommended 
a number of actions focused on strengthening offic¬ 
ers' technical and tactical knowledge, stabilizing 
command tours, and encouraging initiative and 
learning by experience. It described as counterpro¬ 
ductive judgmental leadership and the use of statis¬ 
tical indicators as bases for evaluating units and 
commanders. Some of these recommendations were 
incorporated into policy. But research conducted 
between 1975 and 1990 indicated that behavior at 
variance with leadership policy continued. 27-30 Fur¬ 
ther, neither the study nor policy addressed the 
question of social supports for junior leaders. 

The lieutenants and captains of Vietnam became 
lieutenant colonels and colonels in the 1980s and 
early 1990s. They were able to conceptualize the 
social and professional support they had wanted 
and had not gotten from their superiors in Vietnam, 
and many sought to give it to their own junior 
officers. Mentoring, empowerment, and providing 
space in which to fail while learning became active 
leadership principles in the mid-1980s. 31 ' 32(pp33,36 ' 39,47) 
Within the limits of their own anxieties, and of the 
rapid turnover mandated by the U.S. Army culture 
for junior officers, the colonels of the 1980s and 
1990s had an effect. They did not create an army¬ 
wide culture of Auftragstaktik, but some created 
climates of social support within their own units 
that led to unusually high levels of cohesion, com¬ 
petence, and m0ra le. 33 <PF3-16),34(pp68-74) 

The new culture made possible a fundamental 
change in army warfare doctrine, which first ap¬ 
peared in the 1982 version of Field Manual 100-5. 35 
For the first time, a version of Auftragstaktikbecame 
official doctrine, as is apparent from such state¬ 
ments as "... initiative requires audacity which may 
involve risktaking and an atmosphere that sup¬ 
ports it . . . [and] ... it is essential to decentralize 
decision authority to the lowest practical level. . . . 
Decentralization demands subordinates who are 
willing to take risks and superiors who nurture that 
willingness and ability in their subordinates." 35<pl5) 
The U.S. Army's performance in the invasion of 
Panama and in the Persian Gulf War is a testimony 
to the success of the new doctrine, but much re¬ 
mains to be done to assure its full acceptance at all 
levels of command. 

An important factor that made mentoring of jun¬ 
ior by senior leaders more important—because it 
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added to the stress of leadership at squad, platoon, 
and company levels—was a series of experiments 
with systems for stabilizing personnel. Under the 
names COHORT (Cohesion, Operational Readiness, 
and Training), New Manning System, and Unit 
Manning System, efforts were made to keep first- 
term soldiers together from their initial enlistment 
through entry training and for 3 years in a unit. The 
system offered the possibility of strong horizontal 
cohesion, and the reduced personnel turnover made 
possible progressive training in more sophisticated 
individual and unit skills. In field tests, the CO¬ 
HORT system proved to have the potential for mak¬ 
ing all units capable of strong cohesion, high mo¬ 
rale, and outstanding performance. Whether it 
fulfilled its promise was a function of the leaders' 
abilities to rise to the challenge. They had to know 
three times as much about their profession to con¬ 
duct 3-year training programs, and the emotional 
demands on leaders increased when they were with 
the same soldiers for prolonged periods. 29(pp49_50) ' 33 

Psychological Supports for Soldiers but Not for 
Leaders 

While these developments were taking place, 
officers in the 1980s and 1990s experienced increased 
intellectual and emotional demands, frequent and 
sudden calls to war or warlike deployments, and no 
sustained system for psychological sustenance from 
superiors. As operational and administrative de¬ 
mands grew, and the battlefield became more dis¬ 
persed, social supports for officers in the U.S. Army 
were further attenuated. 36(ppl6_17) In European armies, 
the sense of belonging to a hereditary leadership 
class supported many officers. Others, not born to 
the officer class but assimilated, were able to draw 
some support from their achievement even though 
they were not part of the nobility. The officers' 
messes provided a daily source of social support in 
garrison and on campaign. In the U.S. Army, the 
officers' open messes gradually lost much of their 
potential for social support. During the 1950s and 
1960s on many large posts, the officers' clubs be¬ 
came prestige symbols and entertainment facilities 
for the post commander. They were funded largely 
by obligatory contributions from the mass of junior 


officers, but they provided negligible social sup¬ 
port for most of them. 12(p458) In some cases, satellite 
beer halls functioned as after-hours gathering places 
for bachelor officers. When these had a battalion- or 
regiment-specific identity, they provided opportu¬ 
nities for officers to let their hair down, argue, 
complain, and share experiences informally. In 
the 1970s and 1980s, the movement for better 
health has led to alcohol consumption becoming 
a career liability rather than an asset, and the 
clubs and beer halls have waned further as sources 
of social support. 

Throughout the history of psychiatry as an ele¬ 
ment of military medicine, the foci have been allevi¬ 
ating battle-induced psychiatric symptoms and 
screening out or eliminating individuals who gave 
indications that they were psychologically unsuited 
for military service. 37 Efforts to strengthen soldiers' 
resistance to combat stress have fallen under the 
rubrics of discipline and morale—functions of com¬ 
mand rather than medicine. Psychological support 
has been primarily of a spiritual nature—the prov¬ 
ince of the chaplain. Military culture has defined 
leaders as not needing psychological support, and 
the higher the leader's position the more indepen¬ 
dent he is presumed to be. In military folklore, 
psychological neediness is a weakness that dis¬ 
qualifies an individual for leadership. For example, 
a field grade officer in a unit studied by the Depart¬ 
ment of Military Psychiatry of the Walter Reed 
Army Institute of Research had an impeccable 
record. He suffered a tragedy in his family, wept 
before his general, and was relieved of his com¬ 
mand. Subsequently, he was passed over for pro¬ 
motion and separated without a pension. 

In 1981, members of the military psychiatric re¬ 
search community undertook to collaborate with 
the Deputy Chief of Staff for Personnel in finding 
ways to enhance resistance to the stresses of com¬ 
bat. Experimentation, research, and/or evaluation 
have included pharmacological, organizational, and 
leadership approaches. The latter two domains have 
proved to be most promising, but their target was 
again junior enlisted personnel, not the leaders. 
Research on strengthening the psychological readi¬ 
ness, competence, and stamina of leaders was, until 
1990, conducted only in the civilian sector. 


PSYCHIATRIC PROBLEMS PECULIAR TO LEADERS 


Because most of the available data on psychiatric civil sector, military psychiatry is initially depen- 

problems of and support for leaders come from the dent on civilian experience and research in design- 
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ing programs to support commanders. It is helpful 
to have a starting point, but there are departures as 
well as correspondences between civilian and mili¬ 
tary executive roles. There are fewer levels of man¬ 
agement in the civil sector that practice leadership 
per se. Officers in the combat branches of the army 
and marine corps have to become leaders within 
their first year. Officers in the navy, air force, and 
technical services acquire leadership responsibili¬ 
ties somewhat earlier than do their civilian peers. It 
is important to consider the differences and simi¬ 
larities of civilian and military executive roles and 
the processes by which individuals are prepared for 
such roles. 

Stress Among Civilian Leaders 

Research on stress management among leaders 
in the civil sector has focussed on chief executive 
officers and other senior managers. The reasons for 
this are obvious; stress breakdown in a top manager 
has more far-reaching effects than it does in a junior 
person, and with limited resources, it makes sense 
to take care of the people whose behavior has the 
most impact. The responsibility, isolation, and ex¬ 
pectations associated with military leadership of¬ 
ten are not present in civilian organizations except 
at the top levels. This fact in itself is a special source 
of stress for civilian executives because the training 
and experience that put them in line for promotion 
to a senior leadership position were technical skills, 
such as manufacturing, accounting, and sales, rather 
than leadership skills. They reach senior executive 
roles thinking they know the business and find they 
are in an entirely different set of psychological 
circumstances. In the words of one chief executive 
officer, "The development process short-changes 
the role of leadership. . . . Being a successful top 
manager means overcoming the limitations of be¬ 
coming one." 38 

A review of civilian research on leadership and 
stress reveals four salient issues: isolation, compe¬ 
tence, defenses, and support. 

Isolation 

Civilian chief executives find suddenly that they 
have no social supports within the organization. 
Relationships that were perfectly appropriate in a 
subordinate position can compromise an executive's 
authority. If a chief continues to confide his doubts 
and worries to a former colleague, it will probably 
lead to ill-feeling among other subordinates about 


the executive's playing favorites. If a relationship 
with a subordinate confidant includes romantic or 
sexual components, the effects could lead to a rapid 
deterioration of the executive's authority. His people 
want him to be a strong, autonomous leader, not 
one dependent on subordinates. This expectation, 
when combined with absence of social supports, is 
a burden peculiar to both military and civilian leaders. 

Also waiting for the military and civilian execu¬ 
tive is the trap of believing their own press releases. 
It is easy to fall prey to hubris. The executive- 
commander is the cynosure of all eyes, the fulfiller 
of all hopes, and the source of a great many fears. He 
must recognize that he is seen as larger than life. 
Every word he says will be the subject of interest 
and discussion among his subordinates. They will 
seek to anticipate his wishes and will, in many 
cases, go beyond the limits he intends. Understand¬ 
ing this amplification effect gives the executive- 
commander enormous power to influence events. 
However, becoming convinced of his own omnipo¬ 
tence and infallibility leads to further isolation. If a 
leader believes in himself totally and tolerates no 
one else's ideas, he will soon teach his subordinates 
to keep their mouths shut, and he will lose contact 
with what is going on in his organization. 

A paradoxical corollary of the leader's position is 
that he is socially isolated among a large number of 
people seeking social contact. The problem is that 
the subordinates are seeking support rather than 
giving it, or if they are offering support, it is for the 
purpose of manipulating the leader—taking from 
him the autonomy essential to carrying out the 
particular functions of leadership. Subordinates 
clamor for decisions, approval, signs of favor, and 
hearings for ideas. The military and civilian execu¬ 
tive must ration his time and energy so that none of 
the subordinates feel neglected, none acquire a pre¬ 
dominant influence, and the executive's time and 
energy are not exhausted. 38 

All of these stresses arising from isolation are 
applicable to military and civilian leaders. The only 
difference is that they affect an infantry platoon 
leader when he is 22-years-old; they may not hit an 
executive in banking or the pharmaceutical indus¬ 
try until he is 50-years-old. 

Competence 

The civilian executive's and military 
commander's primary responsibility is to define 
the purpose and course of the organization. To 
carry out this responsibility, he must function con- 
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currently in the present, the immediate future, and 
the distant future. He lives in a broad context of 
continuing uncertainty. Reassurance comes when 
his judgment proves to be correct, but the reassur¬ 
ance is only momentary; the future continues to be 
full of uncertainties. The ability to function effec¬ 
tively in such an environment is called vision. Vi¬ 
sion is an intangible quality difficult to define pre¬ 
cisely, but it includes knowledge, judgment, 
courage, and close contact with reality. 

Knowledge comes from experience and study. It 
includes detailed information about the financial, 
material, and human resources required and avail¬ 
able, and how requirements and availability are 
changing. With respect to people, the executive 
needs to know what skills and temperaments are 
most productive in the context of the organization, 
how to attract them, and how to capture their inter¬ 
est and commitment. Many of these kinds of knowl¬ 
edge a budding executive or commander acquires 
in fulfilling a variety of assignments at progressively 
greater levels of complexity. Many large companies 
and the armed services deliberately rotate junior and 
middle leaders through different functions. 

Judgment is the faculty that assigns weights and 
priorities to incomplete and often conflicting frag¬ 
ments of evidence. Making decisions with incom¬ 
plete data is the woof and warp of the civilian 
executive's and military executive's life. One defi¬ 
nition of good judgment is guessing what works. 
There are both stress and zest in living with per¬ 
petual uncertainty. An infrequently recognized com¬ 
ponent of judgment is the ability to detect when one 
is becoming addicted to the zest and taking the 
organization into risky ventures for the thrill of hav¬ 
ing one's judgment validated more dramatically. 

Courage is an essential aspect of vision, and one 
that is often degraded by experience. A leader must 
pursue new and uncharted ventures and must ter¬ 
minate popular, familiar, and comfortable activities 
that are reassuring and familiar to the members of 
the organization. Any change will provoke resis¬ 
tance, and the leader becomes a focus for hostility 
arising out of members' fears that they will not be 
able to cope with the changes, will lose status or 
influence, and may even lose their jobs. They will 
act out their feelings of helplessness and fear by 
opposing, vilifying, and undermining the chief. It 
takes courage to persevere, especially since the best 
way to neutralize the subordinates' hostility is with 
forbearance and understanding. Middle managers 
and officers who take unpopular positions or chal¬ 
lenge their superiors' policies usually have short 


careers. Aspirants for promotion must, there¬ 
fore, develop their courage privately or exercise 
it discretely. 

Vision is not the province of visionaries; it is a 
function of leaders who are in close contact with the 
capabilities of their subordinates and the realities of 
the situation in which they work. An executive's 
vision is meaningless unless subordinates can un¬ 
derstand it, believe they can carry it out, and see 
how it can pay off for them as individuals and as 
members of the organization. When the members 
of an organization embrace his vision, it allevi¬ 
ates the leader's isolation by bringing all mem¬ 
bers of the organization together in a common 
enterprise. 39(pp269_274) 

The leader's words and behavior create a climate 
in the organization that can impede or facilitate the 
implementation of his policies. A leadership cli¬ 
mate can emphasize, for example, a spirit of being 
on the crest of a wave of new developments or of 
self-conscious belt-tightening or of commitment to 
precision. But creating and maintaining a particular 
kind of climate requires the leader to be consistent. 
There is a risk of sending inadvertent messages that 
are contrary to his intentions. The executive must 
learn to monitor constantly the possible second- 
and third-order consequences of words, acts, and 
policies. Keeping watch over one's casual remarks 
and gestures is fatiguing and stressful, and when 
the leader makes a slip, it can be personally demor¬ 
alizing as well as operationally disadvantageous. 40 

Defenses 

The executive, because he is the one responsible 
for setting the course of the organization, rarely has 
clear and specific guidelines about what to do. The 
role is inherently ambiguous. The executive can 
only get validation of his judgment by events that 
may not unfold for years. The executive lives in a 
world of permanent uncertainty. Events today can 
demonstrate the correctness of the executive's judg¬ 
ment, but it is judgment that was exercised months 
or years ago. A vast array of decisions is always 
awaiting validation. To alleviate the inevitable anxi¬ 
ety inherent in executive roles, executives may un¬ 
consciously make use of maladaptive defenses. 

The chief is perpetually caught between the Scylla 
of symbolism and the Charybdis of detail. If he goes 
too far in the direction of generality, he will give 
subordinates the impression of being in another 
world that has nothing to do with problems that 
subordinates face. On the other hand, if the boss 
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gets enmeshed in micromanaging, he will lose sight 
of the overall purpose of the organization. The 
problem lies in the leader going to one extreme or 
the other for unperceived psychological reasons. 
Abstraction can be a welcome respite from the need 
to make specific decisions. When a chief gets hooked 
on the freedom of dealing in airy generalities, it may 
become hard to get back to business, and his useful¬ 
ness may be ending. Just as seductive to the execu¬ 
tive or commander who feels the burden of making 
plans the fruits of which may not be apparent for 
years is getting down to the workers or troops and 
making little improvements in technique. Such in¬ 
terventions are gratifying because they show re¬ 
sults immediately, but they are the province of 
front-line supervisors. Some executives find so much 
satisfaction in "helping" their subordinates do their 
jobs that they neglect their own job of looking into 
the future and making long-range decisions. 

Uncertainty combined with isolation and respon¬ 
sibility can impose stresses that will make the most 
stable and mature personality grope unconsciously 
for succor. The most obvious need is for compan¬ 
ions who will reassure the executive about his wis¬ 
dom and worth and help deny the evidence of 
advancing age. These companions may be compli¬ 
ant subordinates—the "yes-man" phenomenon or 
sexual partners who restore the executive's faith in 
his lovability—or intellectual confidants. It is ap¬ 
propriate for leaders to treat their subordinates 
with respect and friendliness. It is, therefore, ex¬ 
tremely easy for a chief to become involved in a 
dependency or sexual relationship with a subordi¬ 
nate, thinking all the while that he is engaging in 
appropriate role behavior. The key variable of which 
the executive is usually unaware is his own need for 
emotional support, reassurance, and sustenance. 

Closely linked with sexual adventurism is recre¬ 
ational risk-taking. Hunting, racing cars and boats, 
climbing mountains, and other high-risk sports ex¬ 
pand the arena of a leader's uncertainty. (They also 
expose the organization to an increased likelihood 
of suddenly needing to find a new chief.) Their 
practitioners describe these activities as "relaxing," 
but a more accurate description is that they are 
distracting. They take the executive's mind off the 
uncertainties in the organization, but they do not 
bring him any closer to confronting, understand¬ 
ing, or neutralizing the anxieties that may distort 
his judgment. 

Another defense is the omnipotence referred to 
earlier. The executive got to his position through 
being a highly successful manager. Why should he 


not have complete confidence in himself? Total 
belief in one's own judgment is inherently reassur¬ 
ing; it gives the chief and his subordinates the 
illusion that everything is under control. But om¬ 
nipotence is an exercise in self-deception to hide 
from oneself feelings of inadequacy, insecurity, and 
vulnerability. The more precarious the chief's abil¬ 
ity to tolerate uncertainty, the more he is likely to 
cling tenaciously to a conviction of omnipotence. 
Operationally, it closes the executive's data recep¬ 
tors, and he loses control. 

Supports 

An executive or commander can find social sup¬ 
ports and psychological security among members 
of his family, friends, peers, and psychiatrists. The 
first three of these categories of relationships have 
important limitations. While relationships with 
spouse, children, and parents may include mis¬ 
trust, jealousy, or antagonism, often there will be 
one or two in a familial constellation who can be 
supportive. Friends often combine a limited inter¬ 
est with an unspoken agenda. Peers are almost 
always competitors, at least in achievement if not 
for markets. This situation leaves the psychiatrist, 
who ironically is often least able to help a leader 
before a breakdown because acceptance of one's 
psychic vulnerability is incompatible with the self- 
confidence that chief executives and commanders 
are expected to display. 

Recent work by Jackson 41 with corporate execu¬ 
tives has indicated that a combination of psycho¬ 
therapist and peers in a group setting oriented 
toward strengthening the strong rather than curing 
the sick can be both acceptable to executives and 
effective in protecting them against stress breakdown. 

Case Study 

In 1982, a dynamic young general at the Pentagon 
became concerned that some of his most able command¬ 
ers were becoming disabled or dying from myocardial 
infarctions. He organized a three-pronged approach: physi¬ 
cal assessment (the “over 40” physical examination in¬ 
cluding a stress electrocardiogram); physical condition¬ 
ing; and stress management exercises (relaxation, group 
discussion, and so forth) led by organizational effective¬ 
ness personnel. The program identified a number of 
colonels at risk and probably saved their lives. The out¬ 
come of the stress-management intervention is harder to 
assess. 

Comment: This approach, couched in terms of fitness, 
if institutionalized, might be a method by which command¬ 
ers could get psychological support without stigma. 
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Stress Among Military Leaders 

There are three major differences between the 
stresses military leaders experience and those their 
civilian counterparts encounter. First, the risks in 
the military are higher. Failure, loss of status, and 
dismissal face both soldiers and civilians. But the 
officer's competitors are, during wartime, seeking 
to kill him and those for whom he is responsible. 
Second, the character of the relationship between 
leader and subordinate is many times more com¬ 
prehensive in the military than it is in the civil 
sector. A civilian executive is responsible for pro¬ 
viding direction to his subordinates in accordance 
with an overarching design and for developing his 
subordinates in a vocational sense. The military 
officer has these responsibilities and also is respon¬ 
sible for feeding, housing, and clothing subordi¬ 
nates; for assisting them with personal and familial 
problems; and for protecting them against the ef¬ 
forts of the enemy to kill them. The third difference 
in civilian and military leadership stresses is the age 
at which they begin. Many military officers find 
themselves in their first vocational experience as 
platoon leaders or division officers responsible for 
training, motivating, punishing, and comforting 20 
to 40 enlisted personnel. It is instructive to review 
for military officers two of the issues—isolation and 
competence—identified as salient in the research 38 
on stress among civilian executives. The defenses 
and supports available to both civilian and military 
leaders are generally similar. 

Isolation 

"The lonely splendor of command" is an accurate 
cliche for both military and civilian leaders. But for 
many military leaders, the isolation begins with the 
first duty assignment. There is an immediate legal 
and social gulf between the officer and his enlisted 
personnel. In wartime, the officer is alone in the 
responsibility of doing everything he can to keep 
his subordinates comfortable, healthy, and alive 
while directing them to undertake missions that put 
their lives at risk. In peacetime, the officer is alone 
in the responsibility for his subordinates' personal, 
professional, and familial welfare while directing 
them to undertake tasks that may appear purpose¬ 
less and that keep them from their families and 
personal development. 

In common with the civilian chief executive, the 
military leader must keep his fears and doubts from 
subordinates and must avoid getting involved in 


dependency relationships with them. Also in com¬ 
mon with the civilian executives, the officer needs 
to be wary of believing in his omniscience. Being the 
sole authority figure in a group of 30 or 40 at the age 
of 22 is heady business, and the readiness of some 
subordinates to curry favor can easily unbalance a 
young officer's judgment. Isolated as he is, it is 
often hard to find corrective perspectives. The 
officer's immediate commander may be physically 
remote and is certain to be inundated with work. 
Research has shown that he is unlikely to have 
much time or energy to provide balance, reassur¬ 
ance, or psychological sustenance. 36(ppl5-17),42<pll8) 
Other junior officers are each surrounded by their 
own subordinates and have little time to support 
each other. 

One factor can mitigate the junior officer's isola¬ 
tion and is not generally available to the civilian 
executive. It is love. Students of superior-subordi¬ 
nate relations in the civil sector usually insist that 
intimate, or family-like, relationships are inappro¬ 
priate in vocational settings. 38 But small military 
units are, psychologically, families. The members 
are physically close together, experience fear and 
hardship together, and are dependent on each other 
for survival in the face of the enemy and for avoid¬ 
ance of harassment in garrison. The leader, although 
socially and legally segregated, often becomes a 
psychologically integral member of the group. The 
leader comes to love his subordinates and to be 
beloved by them, all the while holding extraordi¬ 
nary powers over them. The love has nothing to do 
with sexuality or the sexual composition of the unit. 
It has to do with trust, respect, and interdependence 
developed during shared experiences. The degree 
to which military leaders can derive support from 
intimacy with their subordinates is a function of 
several complex factors. The prerequisite is time 
together pursuing common goals under stressful 
conditions. If, in such a setting, a junior officer 
demonstrates that he will share all the risks and 
discomforts, take action to protect his subordinates 
and alleviate their discomforts, attend to their dis¬ 
tress before his own, and contribute to accomplish¬ 
ing goals valued by the group, intimacy can de¬ 
velop. If the leader is sufficiently secure to accept 
the risks of intimacy, it will develop. Although 
there have been a great many words written about 
how authority and discipline are degraded by fa¬ 
miliarity between leaders and subordinates, the 
most thoughtful writers 43-45 have recognized that 
intimacy brings strength. A U.S. Army Regulation 46 
adopted in 1915 states: 
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Officers will keep in as close touch as possible with 
the men under their command and will strive to 
build up such relations of confidence and sympathy 
as will insure free approach of their men for counsel 
and assistance. This relationship may be gained 
without relaxation of the bonds of discipline and 
with great credit to the service as a whole 46(pll) 

Research during the 1980s indicated that in the 
most cohesive and effective military units, there is 
intimacy between leaders and followers, without 
the least diminution of obedience or respect for 
authority. 33 In fact, it is the trust and respect that the 
members of the unit have come to feel for each other 
as a consequence of the suffering they have endured 
and the things they have done in each other's pres¬ 
ence—and often for each other's benefit—that are 
the bases for both discipline and love. In cohesive 
units, the leader's authority rests on the confidence 
his subordinates have in his ability to lead them in 
ways that will maximize damage to the enemy and 
minimize injury to them and on their trust that the 
leader will never abandon them. Subordinates in 
cohesive units may call their officer by nicknames, 
they may feel comfortable arguing with him, and 
they may disregard rituals of subordination, but 
they execute his orders immediately, creatively, 
and with full commitment. Junior military officers 
who experience such mutual trust and confidence 
are not isolated; many report leading a platoon or 
being a division officer on a ship as being the richest 
experience of their lives. Some have lifelong friend¬ 
ships with the members of their platoons. 

Commanders at higher levels have progressively 
fewer opportunities to share daily and directly in 
the lives of their private soldiers. Company-level 
commanders and department heads, with 50 to 200 
subordinates, can know all of them and can do 
informal things with many of them. They can inter¬ 
act as quasi-equals in such activities as the unit 
softball team, talking during a long night vigil, or 
sweating out the birth of the subordinate's child. 
Combined with competent performance of his duty 
and attention to the needs of his subordinates, these 
informal activities enable a unit commander to con¬ 
tribute to a climate of trust and respect in the unit, 
and the commander will feel the goodwill, the sup¬ 
port, and even the love of his subordinates. Com¬ 
manders of battalions, squadrons, and ships have 
300 to 1,000 subordinates; they can rarely know all 
of them and can only interact informally with a few. 
The unrelieved nature of their isolation resembles 
more closely that of the civilian chief executive. 
Commanders at the colonel/navy captain level and 


general / flag officers also experience unrelieved iso¬ 
lation. They interact socially and professionally with 
a great many other officers, but they are alone; they 
cannot have close experiences with any of their 
subordinates without presenting a confusing image 
to them. 

A paradoxical aspect of military commanders' 
isolation is the need for a clearly understood system 
for succession. Because of the violent nature of 
military activities, each commander must keep his 
immediate subordinates sufficiently aware of his 
intentions so that they can act independently in 
accordance with his plan even when out of commu¬ 
nication for prolonged periods or when the com¬ 
mander is killed. This requirement entails intimacy 
between a commander and his subordinates on a 
professional level; the paradox is that the ultimate 
purpose of the intimacy is to facilitate pursuit of the 
mission when the senior partner in the relationship 
is dead. The loss of a beloved leader, however, can 
have devastating effects. 

Competence 

On the strictly vocational level, the officer's tech¬ 
nical knowledge is the foundation of his authority. 
This is true for the civilian executive also but in a 
more restricted sense. If a civilian chief executive 
lays out a marketing and production plan that fails, 
the stockholders lose dividends; if a commander 
lays out a battle plan that fails, his soldiers lose their 
lives. Even in peacetime, the stakes riding on a 
commander's knowledge are higher psychologi¬ 
cally than they are in a civilian organization. Mem¬ 
bers of a military unit identify with it; they derive 
their sense of worth from it. Soldiers confer author¬ 
ity on a commander who "knows his stuff,'' who can 
lead them in the way of success, and who knows 
how to take care of them. They find ways of evading 
or undercutting the orders of an ignorant leader. 
Civilian subordinates also are involved psychologi¬ 
cally and practically with their organizations, but 
their involvement is not as intense. Civilians can 
quit a company without leaving their field. For 
civilians, the job is largely a way of earning money, 
and in our culture, an individual's sense of worth is 
often associated with the amount he earns rather 
than what he does. Frequently, the way to increase 
income is to move to another firm. For a soldier, the 
military provides a living, but the soldier's sense of 
worth is based more on the importance of his role 
and the reputation and mission of the unit. Identity 
as a soldier/sailor/airman/marine confers a sense 
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of personal significance. 47(pp218_219) 

Lack of knowledge is a severe source of stress for 
newly commissioned officers. They know less about 
the army than their subordinates, yet they are in 
charge. Most officers never feel fully prepared for 
their jobs, and spend most of their careers studying. 
The armed services recognize that officers need to 
know a great deal about many fields and fields in 
which there are rapid changes; every 5 years or so, 
they give officers an academic year off to study at a 
military school. 48 

The range of knowledge an officer requires can 
best be illustrated with vignettes. 

Vignette 1 — The Reversed Screw. A lieutenant in 
an air defense battery found that the tractors with 
which the unit was equipped would only go 10 
miles per hour when they were supposed to be 
capable of 30. None of her maintenance people 
could fix the tractors. She had them explain how 
they adjusted the engines and then went over the 
procedures in the technical manual. They were do¬ 
ing everything as the manual prescribed. One of the 
adjustments involved turning a screw clockwise for 
maximum performance, but the screw was under a 
floorboard and faced downward. The lieutenant 
visualized the problem from the perspective of the 
screw rather than the mechanic. She showed the 
mechanics what to do and the tractors performed 
correctly. 

Vignette 2 —Taxes Everywhere. A new company 
commander in a foreign country got a notice from 
the host government that his unit had failed to pay 
social security taxes for indigenous kitchen helpers 
for more than a year, and he would be imprisoned 
if the arrears were not paid within 10 days. He had 
to find the appropriate office and official, find out 
what the tax law required, learn how to comply, and 
figure out what the back taxes were—all in a foreign 
language. 

Vignette 3 — Chaperonage. An officer in a unit 
that included both men and women was periodi¬ 
cally on duty in Saudi Arabia. He learned that the 
Saudi religious police would arrest any woman 
who appeared in public without her husband. Be¬ 
cause the women in the unit wanted to tour the city, 
the officer proposed that each woman pair up with 
a man who would say he was her husband. The 
religious police accosted several couples, received 
reassuring answers, and left the women alone. 

Vignette 4 —The Covenant of the Arc. A staff 
officer was detailed to investigate the shelling of a 
friendly village by American artillery. He identified 
the battery that had fired, interviewed its person¬ 


nel, and found that no one knew how to calculate 
corrections for the effects of weather on artillery 
shells. He subsequently found that no one in higher 
headquarters knew how either. In the melee of 
charges and countercharges about who would be 
court martialed for the incident, he was the only one 
who had facts or an understanding of the facts. 
Several people in the chain of command who were 
exposed to responsibility sought to get him to alter 
his findings, and failing that, to discredit him. 

These vignettes illustrate the range of knowledge 
officers must acquire. Two of the vignettes also 
illustrate how lack of knowledge can be a source of 
intense stress. It is a double-acting source. Efforts to 
learn more put pressure on an already packed sched¬ 
ule, and lack of knowledge is not an excuse for 
inaction. The officer must act and endure the stress 
from making a decision on the basis of inadequate 
information. 

The military leader's judgment is put to the test 
more often than is the civilian executive's because 
the officer operates in an arena in which there are 
more unknowns. Judgment is a learned faculty; 
experience and knowledge sharpen it. But frequent 
exposure to having to act in a climate of multiple 
uncertainty with severe penalties for failure does 
not necessarily "hone" judgment. A leader can pro¬ 
tect himself from the psychological stress of making 
such judgments by becoming fatalistic—a process 
that does not enhance the rational content in judg¬ 
ment. Some leaders burn out and opt not to make 
judgments. Some convince themselves that they 
will win some and lose some. When they are wrong 
they repress the memory and drive on. Making 
demands on judgment is always psychologically 
expensive. When, in combat, the enemy defeats an 
officer's judgment and kills his people, the emo¬ 
tional cost escalates rapidly. Because they must use 
judgment early, often, and for mortal stakes, com¬ 
paratively few officers become addicted to risk as 
some executives do, but many become reluctant to 
make decisions. 

In his very first assignment, the military leader 
needs the kind of moral courage the civilian execu¬ 
tive needs when pushing through changes to popu¬ 
lar and familiar procedures. The officer needs a 
second kind of courage when leading his subordi¬ 
nates into danger that he shares. The military 
leader needs a third and most demanding type of 
courage to order his subordinates into danger 
that he will not share. The commanders of units 
from platoons on up normally direct the maneu¬ 
vers of their subordinate elements from at least 
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somewhat protected command posts. The officer seeks 
to coordinate the movement of subordinate units with 
fire support in ways that neutralize the ability of the 
enemy to harm them and maximize the damage done 
to the enemy. This is the essence of the military 
commander's version of vision, and it takes a special 
kind of courage to carry it out when his subordinates 
are facing enemy fire. 

People who have never experienced military com¬ 
mand may perceive that officers do not exercise 
vision because they are merely executors of plans 
developed at remote headquarters. It is true that 
most military operations are carefully planned to 
bring as many uncertainties as possible under con¬ 
trol, and battles are controlled by phase lines, bound¬ 
aries, schedules, and the like. The military passion 
to plan is driven by the fact that there are more 
numerous and more dangerous uncertainties in war 
than there are in corporate operations. Vision is 
essential to the military commander in three re¬ 
spects. First, the apparently simple act of putting an 
armed force in position to confront an enemy entails 
forward thinking about tons of food, ammunition, 
and fuel; hospitals, tents, and spare part stocks; air 
and sealift capacity; terrain, enemy forces, and 
weather; and the numbers, equipment, and training 
of friendly units. The plan requires vision. Second, 
orders assign missions; it is up to the subordinate 
commander to figure out how to accomplish them. 
Battles may take minutes or hours, but for the par¬ 
ticipants, they last an eternity. The visualization at 
the small unit level of who does what, when, and 
how; what enemy reactions might develop and how 
they might be countered; and how to keep balanced 
in case of unexpected developments must be car¬ 
ried out minute by minute in advance. Third and 
probably the most critical facet of military vision, 
and the one that most closely resembles the chief 
executive officer's vision, is developing forces in 
peacetime. Commanders at all levels set goals for 
the long-term development of their units knowing 
that at any time they may be called into combat. The 
kind of battle they will be called for is never known, 
personnel are coming and going, new equipment is 
due in and personnel will need to practice with it 
but no one knows when it will arrive, and funds for 
training and travel are unpredictable. A lot of vision 
is required. 

Stress on Military Leaders in Modern Warfare 

Military service has evolved into a generalized 
readiness to engage at short notice in a wide range 


of predictable and unpredictable missions involv¬ 
ing danger, discomfort, and separation from fami¬ 
lies. There is no permanent enemy that soldiers and 
leaders can learn to visualize as evil; there will be a 
series of temporary adversaries, generically de¬ 
scribed as "the bad guys." Military personnel will 
have to fight members of an armed force defined as 
enemy and, then after defeating them, often succor 
them. 

The nature of military action may be nonviolent, 
as in stabilization, peace-keeping, or nation-build¬ 
ing operations. It may involve low-level violence, 
as in counter-insurgency or counter-terrorist opera¬ 
tions. Or the intervention may be against a modern 
armed force capable of high-intensity combat op¬ 
erations possibly including chemical, biological, or 
nuclear weapons. The nature of an operation may 
change, as it did in the invasion of Panama in 1989 
and the Persian Gulf War in 1991. The first began as 
medium-intensity combat using minimal force to 
limit enemy as well as civilian and friendly casual¬ 
ties, but it quickly became a civil government and 
institution-building operation. 49-51 The U.S. Army's 
involvement in the Persian Gulf War began as a 
show of force to deter Iraqi moves into Saudi Arabia. 
A buildup and embargo culminated in an ultima¬ 
tum for Iraqi withdrawal from Kuwait. When this 
was not forthcoming, the American and allied in¬ 
volvement escalated into a high-intensity conven¬ 
tional air attack, then ground-sea-air attack, then 
into a relief operation for Iraqi minority groups. 52-53 
The leaders had to have sufficient knowledge, com¬ 
mon sense, and flexibility to sustain their soldiers' 
morale and persistence in the face of changing mis¬ 
sions that were difficult to perform, obscure in 
purpose, and always dangerous. Their success was 
a consequence of changes in U.S. military doctrine, 35 
and in the organization, manning systems, and lead¬ 
ership training to support them. The interlocking 
patterns of stress that commanders in such opera¬ 
tions have to endure will be evident from the dis¬ 
cussion that follows. 

The nature of low-intensity and counter-insur¬ 
gency operations entails the deployment of very 
small numbers of military personnel in the midst of 
populations that are either skeptical or hostile and 
whose language most soldiers do not understand. 
The soldiers' anxiety is very high because there may 
be no apparent danger and when it comes, it will be 
a surprise. They are completely dependent on each 
other's alertness and on their leader's judgment to 
survive and accomplish their missions. Squads or 
platoons will be out of sight of each other and out of 
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range of supporting weapons. In a sea of people, 
any of whom could become lethally hostile at any 
moment, the leader is under perpetual stress. 
Commanders know that any of their units could 
be snuffed out in a moment before they could 
intervene. 

At the other end of the scale of violence is high- 
intensity war. Technology makes possible almost 
continual pulses of combat involving weapons of 
extreme lethality. Surveillance systems make it dif¬ 
ficult to conceal units and weapons, and the only 
hope for survival lies in a high degree of dispersal. 
Electronic warfare will normally interdict electrical 
communications. The leaders of small units will be 
isolated and out of contact with supporting head¬ 
quarters for prolonged periods. Commanders will 
have very little information about their subordinate 
elements and will live in advanced states of anxiety. 
The psychological effects on units, even well- 
equipped, battle-seasoned, elite units, were dem¬ 
onstrated in the collapse of many Iraqi units under 
allied air, sea, and ground attack in 1991. 52 

The stress on leaders in forces that must be pre¬ 
pared for an overnight deployment to engage in 
such a wide range of military actions is high in 
peacetime as well as wartime. Measures to improve 
the fighting capacity and psychological readiness 
of units may enhance the gratifications inherent in 
military command, but they do not mitigate the 
strain. Research 29,54 on cohesive, high-performance 
military units in which the first-term soldiers were 
stabilized for 3 years revealed that the demands on 
leaders were increased. These demands were of 
three basic types—intellectual, behavioral, and 
emotional. The demands were interactive; to de¬ 
scribe them, it is necessary to outline the relational 
system within such units. The descriptions are de¬ 
rived from research done by teams from the Walter 
Reed Army Institute of Research during the 1985 to 
1991 time period, but the same patterns are re¬ 
ported by other observers in other countries and 

• 29 33 34 33 

services. '' 

In several cohesive, high-performance units, sol¬ 
diers bonded strongly with each other during their 
basic and advanced individual training. They came 
to trust and depend on each other, to be concerned 
about each other's welfare, and to share values 
throughout the unit. Because of their mutual con¬ 
cern and common values, if a superior did some¬ 
thing the privates thought was unfair to one soldier, 
that superior became the target for the enmity of the 
whole unit. Similarly, if a leader went out of his way 
to help a soldier, all would know about it and 


approve. Leaders lived in a goldfish bowl in which 
all of their actions were judged by all of their subor¬ 
dinates—even if only one member witnessed an 
action. 29,56 

One of the values the soldiers developed in their 
initial training was interest in military matters and 
in being effective soldiers. They judged each other 
on their military aptitude, they helped each other to 
become proficient, and they reserved their scorn for 
the soldier whose ineptitude was a consequence of 
lack of effort or attention. They looked to their 
leaders to be experts, to teach them, and to respect 
their interest by talking army to them. Leaders 
found themselves burning the midnight oil to keep 
ahead of their soldiers and to develop training ex¬ 
periences they would find challenging and profes¬ 
sionally meaningful. 29,33 

The soldiers devoured their leaders' time and 
energy. They had ideas; they wanted to be in on 
planning so that they could learn about what goes 
into an operation. They perceived themselves to be 
full members of the unit and, as learning profes¬ 
sionals, to deserve their leaders' attention. They 
expected their leaders to be able to teach them how 
to cope with the problems of being husbands, 
fathers, and householders. The leaders had to be 
endlessly accessible, and they still had to find the 
time to become the physical, moral, and intellec¬ 
tual models in which their troops could have 
confidence. 29 

The interdependence between leaders and fol¬ 
lowers, the satisfaction they experienced together 
when they accomplished a task through joint effort, 
and the misery they shared getting those jobs done 
forged links of mutual respect and trust. Respect 
and trust were supplemented by affection when 
leaders and followers went out of their way to say or 
do something to ease or recognize another. Inti¬ 
macy, a readiness to make oneself vulnerable to 
someone for whom one has strong trust and affec¬ 
tion, emerges spontaneously in many units that are 
successful in combat. In units that can go into com¬ 
bat overnight, it is desirable to develop intimacy 
across ranks in peacetime. But it is difficult for most 
leaders and commanders to tolerate the vulnerabil¬ 
ity and the feeling of being exposed that intimacy 
entails. Treatises on civilian leadership proscribe 
intimacy between the chief and his subordinates. 
The primary reasons are that the chief is expected to 
project an image of strength and autonomy, and 
intimacy appears to be favoritism if bestowed on 
only a few. In a military platoon, company, small 
vessel, or aviation unit, intimacy is possible for all 
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members, irrespective of rank. The members are 
together 24 hours a day for days on end, not just for 
40 of the 168 hours in a week. Their lives depend on 
each other, and the closer they are to each other the 
more effective they will be in battle. 

Intimacy for many leaders is one more source of 
stress; they have to fend it off, or if they succumb to 
it, they feel guilty. A paradox of intimacy in military 
organizations is that it is almost impossible for it to 
compromise the leader's authority. Here is the dy¬ 
namic. If subordinates have sufficient trust and 
respect for a leader to be intimate, his authority is 
beyond challenge. If he feels sufficiently secure in 
the authority his troops have conferred on him to be 
intimate with them, the circle of mutual trust, re¬ 
spect, and affection is complete. The much-ma¬ 
ligned "familiarity breeds contempt" is a totally 
different system of relationships. It begins with a 
superior who does not feel competent and does not 
believe he has his subordinates' respect and trust. 
He wishes to purchase their support with friendly 
behavior. The subordinates, perceiving both the 
leader's incompetence and neediness, make use of 
his overtures to manipulate him. The difference in 
relational processes between a unit in which infor¬ 
mality and affection between leaders and subordi¬ 
nates are based on trust and respect and one in 
which they are based on scorn is apparent in a few 
moments of observation. 

The cost of fending off intimacy that has been 
earned and is appropriate is additional stress for 


the leader and a lower level of cohesion for the unit. 
The cost of accepting intimacy is negligible. The 
soldiers have too much affection for their leader to 
embarrass him in front of a less secure superior who 
might consider the intimacy within the unit to be 
inappropriate. Intimacy with subordinates of the 
kind that is available to a military leader is one of 
the two most powerful stress buffers available to 
him. The other is intimacy with his commander. 
Each leader must have the conviction that his boss 
is thinking about him, wants him to succeed, will do 
everything in his power to help him succeed, and 
will not abandon him on the battlefield. In most 
combat scenarios, the junior and senior command¬ 
ers will rarely see each other and sometimes will not 
even be able to communicate for long periods. Be¬ 
cause they are totally dependent on each other, the 
trust between them that the other is competent and 
is doing his best needs to be as complete as possible. 
The higher commander, who rarely sees the battle¬ 
field but who is responsible both for his subordi¬ 
nates' accomplishing their mission and for their 
welfare, can come to hate his subordinates be¬ 
cause of his isolation and impotence. Similarly, 
the junior commander can come to hate his supe¬ 
rior for failing to do enough to take care of him 
and his troops. Commanders at all levels need 
help in empathizing with those above and below 
them, in recognizing and accepting their own 
feelings, and in managing the uncertainty and 
isolation they will experience. 


THE PSYCHIATRIST AND THE COMMANDER 


By the time the battle is joined, the opportunity 
for preventive psychiatry has passed. The partner¬ 
ship between psychiatry and command, like the 
trust between senior and subordinate leaders, must 
be forged in peacetime. The commander is respon¬ 
sible for creating the trust and respect necessary to 
support cohesion and resistance to stress. This has 
never been considered a medical problem. The psy¬ 
chiatrist cannot be criticized if he deals only with 
those who break down. Indeed, in combat, the slen¬ 
der mental health resources of a division can be 
immediately overwhelmed with psychiatric casual¬ 
ties. Before the battle, however, it is possible for the 
psychiatrist to take a proactive role. He can 
strengthen the ability of commanders to build re¬ 
lationships with subordinate leaders that will enable 
them to persevere, command effectively, and create 
climates that reduce the incidence of stress casualties. 


The situational vulnerability of military leaders 
is not balanced by any system for selecting the 
psychologically most hardy individuals for leader¬ 
ship positions. In the first place, six decades of 
research have not turned up reliable screening sys¬ 
tems. 57 In the second place, the army is imbued with 
the democratic ideal that leaders are made, not 
born. 58(pp251ff) ' 59(pp58ff) The only screening that differ¬ 
entiates leaders and followers are civilian educa¬ 
tion and brief military training programs. 60(ppl32_135) 
Most officers have college degrees, NCOs are ex¬ 
pected to be high school graduates, and college 
credits help enlisted soldiers rise through the ranks. 
Soldiers selected to be NCOs and college students 
in military academies or other officer programs 
receive special training, some of which is designed 
to test and/or develop ability to persevere through 
exhaustion, pain, and frustration. 61(ppl66ff),62(pp25ff) In 
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wartime, even these requirements are often waived; 
the leaders face isolation and responsibility with 
little preparation and haphazard support. 

There are four primary issues the psychiatrist 
must consider in providing support to military com¬ 
manders: resistance, military efficiency, modalities 
of intervention, and the appropriateness of civilian 
models to the military setting. 

Resistance 

There is strong resistance among civilian execu¬ 
tives to any activity that smacks of psychology or 
"touchy-feely" approaches. Researchers 38 have 
found that executives feel uncomfortable unless 
they are measuring their strength against each other 
and do not want to reveal private feelings of fear, 
doubt, or vulnerability. When such topics come up, 
they typically protect themselves with sarcasm. They 
feel at ease talking about money, achievements, and 
victories over competitors, regulatory agencies, and 
lawyers. Military personnel are, if anything, more 
resistant to things psychological. Studies in 1987- 
1990 by the Walter Reed Army Institute of Re¬ 
search 54 showed that even after traumatic combat or 
surviving a catastrophic accident, neither soldiers 
nor their leaders wanted mental health profession¬ 
als in their units. Soldiers in units that suffered 
casualties during the invasion of Panama in 1989 
said afterwards, "The psychiatrist offered to come 
to the unit, but command dragged its feet." "People 
fear mental health workers. They might make them 
look at themselves." "We don't say nothing about 
our nightmares. It might get into our records." 54 

There are related processes behind soldiers' fear 
of "shrinks"—mental health theory and mental 
health professionals. The most fundamental pro¬ 
cess is a reluctance to upset a psychic system that is 
working albeit imperfectly. Those soldiers who have 
been willing to talk about themselves indicate that 
they have some sense that they have conflicts and 
problems hovering just beyond awareness and in¬ 
dicate that they would rather not know more about 
them. To probe them and to penetrate the defenses 
around them would be to invite pain. Often, mem¬ 
bership in a military organization is a part of a 
defensive system to avoid awareness of feelings of 
vulnerability, to help control hostile urges, or to 
achieve a sense of adulthood or potency. 

A derivative process is fear that having psycho¬ 
logical problems would damage a military career. 
The fear is accurate. Any evidence of "mental insta¬ 
bility" is a mandatory ground for revocation of 


security clearance. Beyond the fact that no military 
person can hold a position of responsibility without 
access to classified information, the stigma of 
unreliability that accompanies loss of a clearance is 
enough to stifle any military career. Predictability, 
stability, and hardiness under stress are essential 
characteristics of a soldier and particularly of a 
leader. No one wants to go into combat with an 
individual labeled as psychologically unstable. 

Psychological problems are in a realm of vulner¬ 
abilities that cannot be strengthened by working 
out in the gym or corrected by surgery. They are 
particularly threatening because they are unknow¬ 
able, they can manifest themselves without warn¬ 
ing, and their effects are unpredictable. To express 
symptoms of mental illness or to acknowledge a 
need for psychiatric help is, in most units, a mani¬ 
festation of weakness that would destroy a male 
soldier in his own eyes. It would be unthinkable 
even to admit to himself, and it would certainly be 
punished forthwith by his superiors and peers. For 
example, in 1991, a captain with an outstanding 
record was experiencing symptoms of a psychiatric 
disorder. He sought inpatient treatment at a mili¬ 
tary hospital. On discharge he was relieved of his 
position, given a relief-for-cause efficiency report, 
and directed to appear before a board of officers to 
show cause why he should not be eliminated from 
the service. None of his peers or superiors, all of 
whom had esteemed him before his hospitalization, 
would make statements in his behalf. 

Because psychological problems are so ephem¬ 
eral, devastating to a professional military man's 
sense of himself, and destructive of military ca¬ 
reers, few military personnel willingly acknowl¬ 
edge them. Many soldiers have concealed their psy¬ 
chological distress for years; others have acted it 
out on their subordinates or families or pursued 
solace through alcohol or drugs. For generations, in 
armed services throughout the world, alcohol has 
been an acceptable, if not obligatory, way of avoid¬ 
ing psychological pain. 

The challenge is to demonstrate that psychologi¬ 
cal services can strengthen the masterful, not just 
cure the needy. It is a legitimate question for the 
military psychiatrist, given the position of military 
folklore and culture with respect to his profession, 
whether he should bother to undertake anything 
more than recovery of the wreckage of the battle¬ 
field and the elimination of those who demonstrate 
their "unfitness" by seeking help before the battle. 
However, another given is the psychiatrist's poten¬ 
tial for strengthening leaders' ability to create cli- 
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mates in which their subordinates can resist the 
stresses of combat more successfully. This potential 
is a strong argument for psychiatrists to make every 
effort to show the commanders in their units how 
they can use mental health staff and psychological 
principles to enhance the psychological readiness 
of their commands. Each psychiatrist must make 
his own decision on how much effort he is willing to 
expend based on the climate in the command in 
which he is serving. 

Military Efficiency 

The effect of an insecure commander on subordi¬ 
nate leaders is usually detrimental. As the com¬ 
mander acts out his insecurities through authoritar¬ 
ian, paranoid, or withdrawal behavior, 
communications dry up, morale among junior lead¬ 
ers plummets, and the efficiency of the organization 
flags. Junior leaders get out of the service at the first 
opportunity, abandoning a calling that they had 
once found highly attractive. Research 63(p77) has re¬ 
vealed that commanders who are not comfortable 
with making decisions and accepting responsibility 
have inefficient units or ships, poor retention among 
their officers, and high incidence of psychological 
behavior dysfunction—spouse/child abuse, sub¬ 
stance abuse, and inability to commit to the military 
profession in many subordinates. Under stressful 
conditions, the greater the complexity of the tasks, 
the more severe the degradation of performance. 64,65 

Modalities of Intervention 

The basic mode of intervention used with civilian 
executives has been peer workshops. In the few 
workshops on which data are available, the partici¬ 
pants, all of them men, were selected on the basis of 
being chief executive officers roughly comparable 
in achievements and reasonably open as human 
beings. The essential character of the workshops 
has been developmental, an orientation toward 
mastery, growth, and empowerment. There is never 
any mention of therapy or cure. The assumption is 
that the men are superbly functioning people who 
want to enhance the richness of their lives and the 
scope of their competence. 

In most of the workshops, the men begin by 
relating to one another with sarcasm and put-downs. 
They subtly flex their psychological muscles at each 
other. The group facilitator works toward introduc¬ 
ing the notion that there are new things to be 
learned—growing, relating, and empowering. He 


moves the structure of the group from leader-di¬ 
rected to a horizontal, collegial arrangement in 
which the facilitator is a participant. He can thereby 
serve as a role model for new ways of relating. He 
raises questions to encourage the members to un¬ 
derstand and appreciate where others are coming 
from in a pluralistic as contrasted to a right-wrong 
way. Initially, the members are uncomfortable with 
open-ended and personal issues. They want struc¬ 
ture, an agenda, and closure. The leader challenges 
them—do they want to play it safe or go for bigger 
stakes? Do they want to go where they have never 
been before or not? Gradually, they begin to see that 
each has vulnerabilities, and the bolder ones lay 
them out. As they come to feel safer with each other, 
they open up to new ideas. They begin to look at 
themes associated with power and intimacy—how 
they are antithetical and how they can be mutually 
supportive. 

In a second phase, the therapist introduces pos¬ 
sible paradigm shifts. The participants come to see 
the workshop as an opportunity to define them¬ 
selves as men, and to define their missions in life. 
Questions arise such as "Could something come out 
of this other than that I am just stronger? Could I be 
actually different?" "Can we create something new, 
question our roles as men?" "Can we reexamine 
how we have been trained by our culture, parents, 
school, career?" "Can we develop and pass along 
the capacity to have more satisfaction?" More com¬ 
plex and conflicting themes emerged—failure, rela¬ 
tionships with women, raising children. Gradually, 
they come to dare to venture into troubling territory 
and trust the integrity of the group to see them 
through. 

One group, after 7 months, went on a wilderness 
experience. The group leader hired a ropes expert 
as an instructor. None of the men had any experi¬ 
ence with rock climbing or rappelling. They were 
terrified. The ropes instructor made his pitch, and 
no one volunteered. At length, one man said he 
would do it. He was drenched with sweat and could 
not repeat the instructions he had been given. The 
group analyzed what was going on. The man said 
he was willing to risk his life to look good in front of 
the other men. He guessed he could do it, but he did 
not know; he had not been listening to the instruc¬ 
tor. He had slipped into a regressive mode; he 
would do anything to have the illusion of control. 
The members talked about how this kind of regres¬ 
sion could be self-destructive. They were able to 
understand how the process works because they 
had seen it and felt it. They explored how it could 
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affect their behavior as chief executive officers or as 
fathers or husbands. As chief executive officers, 
they were supposed to know what they were doing, 
but if they got into a regressive mode, they would be 
blind to information and ideas. The experience of 
taking new kinds of risks brought them to see the 
faces of fear and shame and brought new readiness 
to accept new ideas. 

On one occasion, the group facilitator proposed 
that the members spend a week observing them¬ 
selves. They were not to do anything different; they 
were to respond and behave as they always had but 
to observe the difference between how they nor¬ 
mally reacted and the impulses they had now. They 
came back furious. They hated the facilitator. It was 
stupid to deny themselves a breakthrough they had 
discovered. They discussed the sources of the an¬ 
ger. They came to realize they were imprisoned in 
the "real man" paradigm, were used to selling out 
for approval, and would do anything for psycho¬ 
logical survival. When this group went on a wilder¬ 
ness experience, one of the men sat against a tree at 
the bottom while the rest climbed a cliff. He refused 
to do it. At the debriefing, they all talked about their 
feelings and he was excited about what he had 
done. "I had two feelings. One was shame and 
embarrassment that I had wimped out. The other 
was pride that I could say 'no,' that I didn't have to 
look good." The group acknowledged his courage 
to stand against the real man paradigm. His behav¬ 
ior changed; he became less angry and belligerent 
and was a more effective leader. Acknowledging 
and owning his fear and making his own choice had 
empowered him in a fundamental way. 

In a late stage, the groups raised the question of 
whether they were designing their lives or their 
lives were designing them. They had worked on 
leadership, effectiveness, and satisfaction. They 
were ready to try the leap from being reactive to 
proactive. A first step was to explore what each was 
doing to help the other men in the group. They 
developed a shared vision and then worked to real¬ 
ize it. What they were doing was using the work¬ 
shop as a case study in generativity. They then 
applied their discoveries to empowering their sub¬ 
ordinates and the members of their families. They 
also used the concept of a community vision that 
they had developed in the group to buffer the isola¬ 
tion they experienced in their corporate roles. 


They then went on to explore resiliency, the 
ability to bounce back from a defeat. They prac¬ 
ticed in the group turning frustrations and disap¬ 
pointments into opportunities to learn and trans¬ 
ferred the technique to their businesses. They 
learned how to absorb defeats without suffering 
damage to their senses of self. The basic objective 
was to maintain a context in which to look at a 
crisis or a failure as an opportunity for break¬ 
through into growth. 

Psychological resiliency, the ability to persevere 
and maintain a balanced perspective under stress, 
has been the subject of research focused on children 
and civilian executives. The salient findings from 
studies 66-68 of children are that the resilient ones 
have interactional histories that have led them to 
believe they can trust adults to provide guidance, 
nurturance, and information; have experienced 
gratification, support, and comfort after depriva¬ 
tion, frustration, and pain; and have identified with 
competent, supportive adult figures. 

Studies 69,70 of adults indicate that the so-called 
"invulnerables," having experienced repeated suc¬ 
cesses in the intellectual, physical, and interper¬ 
sonal aspects of their lives, expect to succeed. They 
identify with older people who have worked hard 
and mastered pain, defeat, and loss to achieve im¬ 
portant goals. Their commitment to their work is a 
function of the pleasure they derive from its content 
and challenge; they are not driven. Maddi and 
Kobasa 69 have defined "the hardy executive" as one 
who has a "vigorous sense of commitment, control, 
and challenge" 69(p32) and who "reacts to stressful 
events with transformational rather than regressive 
coping." 69(p32) Transformational coping comprises 
becoming actively engaged with the stressor, un¬ 
derstanding and acting on it, and ultimately chang¬ 
ing it to reduce its stress potential. The hardy execu¬ 
tive recognizes stressors that he cannot alter in an 
objective sense, and that alteration consists in chang¬ 
ing his own attitudinal valences. Transformational 
coping does not, however, include denying the re¬ 
ality of the stressor, or withdrawal through acting 
out. 69,70 The evidence indicates that resilience de¬ 
velops throughout adulthood and that hardiness 
can be learned. Social supports, mastery experi¬ 
ences, and trustworthy adult figures in the voca¬ 
tional and counseling environments can build 
resilience. 69 
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SUMMARY 


Military commanders, even more than civilian 
executives, need to be resilient, invulnerable, trans¬ 
formational copers. They have already experienced 
substantial success through the process of selection 
for command. Although not all are invulnerables, 
many may be on the threshold. The role of the 
psychiatrist is to work with senior commanders— 
those commanding ships, battalions, squadrons, 
and higher level formations—to enhance their sense 
of invulnerability. They, in their turn, can then 
create command climates in which resilience and 
hardiness can develop in their subordinate leaders. 
The bottom line will be tighter cohesion, stronger 
commitment, more open communication, and higher 
levels of resistance to combat stress breakdown 
within their commands. 

The challenges of applying the techniques devel¬ 
oped by civilian psychiatrists and psychologists in 
a military setting are daunting. The resistance of 
both individuals and the military culture, the fre¬ 
quent absences of commanders from their home 
station, the 2-year turnover of commanders, and the 


commanders' and the psychiatrists' workloads all 
provide excuses for dropping any project of psychi¬ 
atric support for commanders. One could argue 
that the importance of being proactive is self-evi¬ 
dent for the chief of a corporation but might doubt 
that it was necessary for a colonel—a leader near the 
middle of an immense hierarchy. Considering the 
stress on commanders and leaders at all echelons 
and the role each plays in creating a climate for his 
subordinates that either strengthens or compro¬ 
mises resistance to combat stress breakdown, growth 
workshops for commanders would probably prove 
useful. Only a few would be interested, but the 
pattern of predispositions inherent in participat¬ 
ing suggests they would profit immensely. And, 
for every brigade commander who learns that he 
does not have to look good all the time, 3,000 
subordinates will have a better chance of surviv¬ 
ing combat physically and psychologically. Psy¬ 
chiatric support for commanders is an idea whose 
time will come when creative pioneers put it into 
effect. 
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INTRODUCTION 


Mental health workers play a unique role in 
military organizations. They work with families, 
military units, individual soldiers, sailors, and air¬ 
men to promote cohesive working and family rela¬ 
tionships, improve morale, and maximize unit ef¬ 
fectiveness. They also provide direct services to 
individuals with psychiatric or emotional prob¬ 
lems. Finally, mental health workers consult with 
leaders about effective strategies to support mili¬ 
tary units during war and peace. In these varied 
roles, military mental health workers focus espe¬ 
cially on occupational health. 

Military and civilian mental health professionals 
differ in many respects. For one, the arena of prac¬ 
tice is different. Military mental health profession¬ 
als must not only aggressively intervene with units 
and individuals during war but also provide a 
greater focus on families, assist in stress reduction 
within units, raise morale issues, and explore other 
preventive mental health concerns during peace¬ 
time. Civilian practice provides few models for 
military mental health workers. The calmness of 
garrison life may be interrupted at any time by a 
national emergency, requiring mobilization of indi¬ 
vidual units or entire armies that must face danger¬ 
ous missions and uncertain futures. Mental health 
workers are often part of the mobilization and share 
the same risks and uncertainties of their client popu¬ 
lation. In addition, practitioners of various disci¬ 
plines are required to work together within the 
military rank system. Mental health professionals, 
although experts in their field, often work under the 
jurisdiction of higher ranking officers in command 
of the fighting forces. 

Stress is inevitable in combat and often decides 
success or failure. This recognition makes the mili¬ 
tary mental health provider unique from his civil¬ 
ian counterpart. Training, therefore, must reflect 
this difference in preparation for battle. 1 To im¬ 
prove training of psychiatrists to work with infan¬ 
try commanders, Lee devised a course for psychia¬ 
try residents to participate in the activities of light 
combat infantry battalions at Fort Ord, California. 2 
The first residents in the course (Leamon and Sutton) 
found that familiarity with the mission of the units 
helped them in providing effective psychiatric in¬ 
terventions. 2 The equally impressive finding was 
that all three battalion commanders involved in the 
project expressed "enthusiastic support" for the 


program and requested that their units remain in¬ 
volved in the subsequent years. That program has 
not continued, but a conceptually similar program 
has been sustained at Schofield Barracks, Flawaii. 

Although these special courses are novel and 
important, they are often carried forward by the 
enthusiasm and drive of their originators. The mili¬ 
tary unit consultation training must compete for 
time with other parts of the psychiatric curriculum 
that are required for accreditation of the residency 
program. The training may lapse unless other fac¬ 
ulty members support it actively. 

New army doctrine has been written that re¬ 
quires the intimate involvement of mental health 
personnel in the work of units. The Army Medical 
Department operational concept for combat stress 
control (CSC) and Field Manual 8-51 3 specify that 
each maneuver brigade in a division needs a dedi¬ 
cated brigade CSC team consisting of one mental 
health officer and one behavioral science noncom¬ 
missioned officer (NCO) from the division mental 
health section. Before combat, the brigade CSC team 
must be proficient in field and survival skills and 
knowledgeable about combat stress reactions and 
general mental health issues. The CSC personnel 
must know the equipment and mission of the sup¬ 
ported units. They must interact with and teach all 
of the brigade's leaders, chaplains, and medical 
personnel to enhance combat performance and con¬ 
trol stressors. The officer-NCO team from the divi¬ 
sion mental health section must be trusted as a 
cohesive part of the brigade and participate early in 
all operational planning. 

If the mental health section officers and NCOs 
are to accomplish these requirements, they cannot 
remain in a clinic. They must go out and meet the 
unit leaders and soldiers in their work areas, motor 
pools, and barracks. They must sometimes take 
physical training with those units early in the morn¬ 
ing. They must meet with the unit's spouses in the 
family support group meetings. They must live 
with the units overnight in field exercises. They 
must ride in the unit's vehicles and go with the 
soldiers as observers in their lines training and live 
fire drills. They must practice conducting unit sur¬ 
vey interviews (structured small group discussions) 
to assess unit morale, horizontal and vertical bond¬ 
ing, trust and information flow, and the strengths 
and shortfalls of leadership. Based on these inter- 
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views, the CSC teams provide consultation to the 
unit leaders on how they can capitalize on their 
units' strengths and fix the shortfalls—being care¬ 
ful to safeguard the confidentiality of the sources. 

Ultimately, the brigade CSC teams must deploy 
with their brigades' rotations to the National Train¬ 
ing Center (NTC), Fort Irwin, California; the Joint 
Readiness Training Center (JRTC), Fort Polk, Loui¬ 
siana; or the Combat Maneuver Training Center 
(CMTC), Hohenfels, Germany. These 2- to 3-week 
exercises have the realism, fast pace, and high stress 
provided by a highly trained and experienced op¬ 
posing force (OPFOR) and the Multiple Integrated 
Laser Engagement System (MILES), which tells 
when each vehicle or soldier has been hit by enemy 
(or friendly) "fire." These exercises provide suffi¬ 
cient real-world fatigue and stress (including, some¬ 
times, fatal training accidents) for the CSC teams to 
practice their real-world combat consultation and 
treatment missions under tactical conditions. Full 
involvement of the division mental health sections 
in these exercises must become standing operating 
procedure. 

With this preparatory training accomplished, the 
mission of the mental health workers can be focused 
with specific emphasis on combat readiness. The 
following standards must be part of the working 
agenda for combat: provide far-forward triage and 
intervention to immediately return to duty over 
50% of battle fatigue cases and prevent misconduct 
as a result of combat stress; supervise recovery of 
the battle fatigue cases with rest, nutrition, and 
expectancy of return to duty in their own units; 
supervise restoration or referral of battle fatigue 
casualties at the forward support medical company 
to assure 70 to 85% return to duty within 3 days; 
assure that recovered battle fatigue casualties are 
returned quickly to their units and keep relapse 
below 15%; assist units who have lost soldiers to 
battle fatigue in reconstitution to rapidly restore 
combat power; supervise or conduct unit after¬ 
action stress debriefings to prevent disabling post- 
traumatic stress disorder in effective soldiers; and 
serve as point of contact for other medical person¬ 
nel assigned to the CSC teams from the echelon 
above division who will reinforce the brigades. 

The army's new active and reserve component 
medical CSC detachments and companies, at the 
echelon above division, should also coordinate to 
send teams to reinforce the exercises at the NTC, 
JRTC, and CMTC (as well as to lesser field training 
exercises at the division and brigade posts). These 
units are discussed in the second part of this chap¬ 


ter. The air force's four-person combat stress units 
from the 50-bed air transportable hospitals could 
also receive excellent training at the JRTC; they 
could work at the Fort Polk airfield, which serves as 
the entry point into the exercise. Navy mental 
health teams might also have the opportunity to 
work with marine or army units at the JRTC. All 
services' combat stress teams should be deployed in 
the major joint field exercises, such as Team Spirit in 
Korea and Ocean Venture in the Atlantic Command. 

In peacetime and military operations other than 
war, as well as in war, the cohesion, trust, and 
involvement of mental health personnel with line 
units (both active and reserve) are important for 
controlling stress and maintaining readiness in the 
evolving post-Cold War force. This can only be 
accomplished by close working relations with those 
units and their unit families. The driving model 
must be one of proactive, primary and secondary 
prevention, conducted on the line unit's own ground, 
rather than the reactive patient-care model in a 
clinic or hospital. 

One problem with achieving the required capa¬ 
bility is that the military and civilian professional 
training programs do not provide sufficient hands- 
on experience with the military community and the 
prevention model. Therefore, most graduates do 
not overcome their initial hesitancy about trying it. 
No one likes to feel and appear ignorant or incom¬ 
petent—especially not physicians or other mental 
health professionals. The graduates naturally feel 
more comfortable with, and gravitate to, the famil¬ 
iar direct patient care model in which they have 
trained. This occurs even when the graduates are 
assigned to division mental health or CSC unit slots 
where the community-oriented mission should be 
the highest priority. Their own natural tendency is 
reinforced by the pressure of full clinic appoint¬ 
ment schedules and the natural desire of short- 
staffed garrison medical facilities to coopt the unit 
mental health personnel onto their clinic and oncall 
rosters. We must give the future practitioners suffi¬ 
cient baseline knowledge and confidence about CSC 
and preventive unit consultation during training so 
that they take the first steps toward learning to do 
by doing. 

This chapter examines the unique role of military 
mental health providers and delineates the process 
of teaching them the principles of combat psychia¬ 
try. The essentials of combat psychiatry, the type of 
practitioners involved in treating combat victims, 
and suggested methodologies for teaching combat 
psychiatric principles are also presented. 
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ESSENTIALS OF COMBAT PSYCHIATRY 


The practice of military mental health is grounded 
in the principles of community mental health that 
emphasize primary prevention, group dynamics, 
healthcare delivery system issues, and individual 
treatment. 4,5 Most military mental health profes¬ 
sionals are trained in nonmilitary settings where 
they primarily learn to diagnose and treat individu¬ 
als. Most military mental health practitioners must 
augment their training to be effective in a military 
setting. In the early European mobilizations of World 
War II, it was evident that while the number of 
military psychiatrists (most of whom were on-the- 
job trainees with 90 days of education) was ad¬ 
equate, most did not have the background to pre¬ 
vent what we now call combat exhaustion. 6 This is 
because the psychiatrists, most of whom had no 
prior psychiatric training and had been drafted 
from civilian practices, were not trained to deal 
with this problem. Because of this, dysfunctional 
soldiers were inappropriately evacuated from com¬ 
bat zones to the United States, which decreased unit 
morale, cohesion, and fighting strength and caused 
long-term morbidity among these psychiatric pa¬ 
tients. 6,7 Under the leadership of Roy Halloran, 
William Porter, and William Menninger, programs 
were established to train on-the-job psychiatrists to 
triage and treat military psychiatric casualties. 8 

The following sections describe the unique prin¬ 
ciples of combat psychiatry. Not merely a collection 
of techniques, the field of combat psychiatry in¬ 
volves the training of the mental health worker as a 
military professional whose knowledge-base and 
attitudes reside within the military organizational 
structure. 

Situational Aspects 

Anyone who has taken a course in either creative 
writing or public speaking knows the importance of 
understanding one's audience. If asked to give a 
banquet speech, the logical questions are, "Who 
will be in attendance and what is their level of 
interest in this subject matter?" Likewise, mental 
health professionals must know their military orga¬ 
nization to be effective. "How large is the unit; what 
is its mission, location, composition, and recent 
deployments?" These are just some beginning ques¬ 
tions to ask. More sophisticated ones include: What 
are the demographics of the group? Are most mar¬ 
ried? Single? Is this the first assignment for most of 
the members? Where do they come from? What has 


been the particular history of the unit throughout 
its command and leadership? Insight into these 
particular features of the military organization can 
make the mental health worker more effective. The 
process of finding out this information can also 
promote effective liaison between caregiver and 
unit personnel. 

During the time-consuming process of informa¬ 
tion gathering, the worker has an opportunity to get 
to know the people who make up the unit and to 
learn what their jobs are and the problems they face. 
A military police unit, for instance, may have fre¬ 
quent, short-term deployments that come unex¬ 
pectedly and have high visibility within the com¬ 
munity. This may predispose them to higher rates 
of alcoholism or other dysfunctional ways of deal¬ 
ing with stress. This instability will be stressful for 
their family members. A personnel agency may 
have a high degree of stress during mobilizations 
but be bored the rest of the time. This can promote 
job dissatisfaction and frequent work conflicts. 

A failure of the mental health worker to under¬ 
stand the work environment of the personnel he is 
responsible for can result in distrust and anxiety on 
the part of the unit. Recommendations concerning 
management style or retention of personnel may be 
ignored. As a result, mental health workers may 
deal more with the frustrations and emergencies of 
a unit, leaving little time to deal with morale or unit 
effectiveness. 

Mental health workers in the military must also 
deal with unique administrative issues. They must 
be familiar with key regulations 9-11 to be able to 
effectively provide militarily unique services, such 
as forensic evaluations, clearances for specialty 
schools, or how to initiate the removal of command¬ 
ers from their positions because of alcohol or drug 
abuse or psychiatric illness. 

Understanding the importance of what consti¬ 
tutes good military leadership is crucial to the work 
of the mental health worker. While many for-profit, 
civilian organizations emphasize individual and 
central responsibilities to increase productivity, a 
military organization needs cooperation among its 
members for it to function properly. Effective mili¬ 
tary leaders understand this principle. During peace¬ 
time as well as during conflict, effective communi¬ 
cation among members of the unit is paramount. 
The training and relationship building that occurs 
during peacetime within the unit prepares that or¬ 
ganization for rapid assumption of its mission dur- 
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ing armed conflict or mobilization. Mental health 
workers can help leaders to maximize cooperation 
among their personnel and consequently improve 
productivity. 

An understanding of leadership also allows the 
head of a mental health team to deliver services 
more efficiently to the unit. For all military organi¬ 
zations, strict adherence to the chain of command, 
as well as obedience to leadership, is essential for 
the morale and effectiveness of that organization. 
Mental health workers cannot act as individual 
parties in the treatment of patients, but they must 
recognize the responsibilities and authority of the 
unit's commander and be able to work effectively 
with him. In this way, the mental health worker 
functions as a consultant. 

Individual/Role Aspects 

Mental health workers often function as liaisons 
to units and advisors to commanders, in addition to 
being individual caregivers. The mental health 
worker must be knowledgeable of the principles of 
primary prevention and community psychiatry, 
including the importance of stress reduction tech¬ 
niques, as well as the importance of family and 
other support structures available at the base or 
post. Often, a mental health worker can learn a great 
deal about the functioning of the unit by reading 
police reports, knowing the number of referrals for 
alcohol and drug treatment, and learning about 
disciplinary actions. At training sites, the pass rate 
of a particular unit may reflect not only the diffi¬ 
culty of the subject matter but the general morale of 
the group. 

During combat, the liaison role is especially im¬ 
portant and onsite presence of the mental health 
worker is essential. Contrary to most civilian men¬ 
tal health practices, military workers have an onsite 
mission, and they must be proactive; they should 
not wait for patients to come to them. These prin¬ 
ciples have been most clearly articulated in contem¬ 
porary community psychiatry doctrine 12 that ap¬ 
plies to working with chronic mental illness in the 
community, as well as the management of disaster 
victims that requires an onsite intervention ap¬ 
proach. A mental health worker must give up his 
office for the onsite field environment. 

Mental health workers can be troubled by their 
own anxieties and frustrations during combat. The 
leader of the mental health team is responsible for 
the morale of his workers and must emphasize the 
need for debriefing, rotations, rest time, and proper 


medical and nutritional support during these peri¬ 
ods. Mental health workers are at risk for burnout; 
they must monitor themselves for signs and symp¬ 
toms of decreased effectiveness and personal stress. 

Perhaps the most difficult of the mental health 
worker's roles is being a command adviser. Com¬ 
manders may excessively depend on the advice that 
is given by mental health workers, placing unreal¬ 
istic demands and expectations on them, and thereby 
abdicating their own responsibility as leaders. An¬ 
other possibility is that mental health workers may 
be branded as causing the problem rather than 
contributing to the solution. In the case of military 
trainees, a rising number of suicide attempts was 
blamed on the presence of a mental health worker 
operating on the training post. Only after discus¬ 
sion with commanders were a variety of environ¬ 
mental stresses identified as the actual causes of the 
increased suicide attempts, namely a war mobiliza¬ 
tion, incapacity of several drill sergeants due to 
alcohol and drug problems, unrealistic expecta¬ 
tions of soldiers during the war effort, and an in¬ 
creased training mission and increased standards 
for training. 13 

In much the same way that a unit's commander 
and executive staff may depend on a mental health 
worker, so too can command actions and decisions 
be delayed until the counsel of the worker is ob¬ 
tained. While in many instances information pro¬ 
vided by the workers may directly impact com¬ 
mand decisions, some military leaders may excuse 
their own inability to make decisions based on 
"expert advice" from mental health workers. Spe¬ 
cific aspects of this point are well documented by 
Bion in his work with leaderless groups during the 
1950s. 14-21 He found that in a leaderless situation, 
group members can become dependent on each 
other, suspicious and distrustful, or apathetic. Bion's 
thesis was that in the work group, certain basic 
assumptions such as dependency, paranoia, and 
expectancy decrease the efficiency and effective¬ 
ness of the group. 

Mental health workers may be the first to identify 
dysfunctional groups. There are several examples. 
In dependency groups, commanders will make de¬ 
cisions that can be made by the first sergeants or 
other operational personnel. A "fight or flight" 
group may have members that are so competitive 
that they are paranoid. A "pairing group," or one 
that is incompetent without a leader, will push off 
decisions until a commander returns from vacation 
or temporary duty, thereby paralyzing any work 
progress within that group. An essential element in 
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all these situations is that the group leader's anxiety 
will determine how effective the unit can be. The 
mental health worker may be chiefly responsible 
for relieving the leader's anxiety through whatever 
means are available. 

Educational Principles 

The principles of immediacy, proximity, and ex¬ 
pectancy in managing combat stress casualties de¬ 
serve another airing. Removing an individual from 
stress is the goal of modern psychiatric hospitaliza¬ 
tion. In contrast, during combat, rest and return of 
the individual to his military unit have been shown 
to decrease long-term psychiatric morbidity, im¬ 
prove morale, and promote unit cohesiveness and 
effectiveness. 22-25 

There are important differences in the kinds of 
casualties that occur during various types of com¬ 
bat. High-intensity conflict, in which there is 
either a rapidly mobile land force or a static 
battlefield, tends to produce combat exhaustion 
characterized by anxiety and confusion disor¬ 
ders. Low-intensity garrison warfare can pro¬ 
duce "nostalgic" types of combat reactions that 
include alcohol and drug abuse, depression, and 
suicide. The mental health worker needs to be 


aware of the variety of stress responses that re¬ 
sult from the different types of combat. 26-28 

Command consultation is another essential prin¬ 
ciple of combat psychiatry. The process of getting to 
know a unit and providing effective consultation 
involves a slow, steady progression of meetings, 
often held weekly with key leaders in a military 
unit, to discuss the needs of those leaders. Just as 
medical consultants would behave improperly if 
they took over complete care of a consultee's pa¬ 
tient, it would also be inappropriate if the mental 
health worker attempted to gain control of the unit. 
Mental health workers, although they possess 
unique professional abilities, must be replaceable at 
any time during the life of a unit. A unit cannot 
grow too dependent on the worker, nor can the 
worker see the unit as his command. Specific tech¬ 
niques to be used in command consultation include 
involving the chain of command in any presenta¬ 
tion made to the organization, deferring to the au¬ 
thority of the command structure in any decision 
regarding personnel retention or separation, allow¬ 
ing commanders to initiate requests for consulta¬ 
tion, being available as consultant on a regular or 
predictable basis, responding aggressively and ap¬ 
propriately to a commander's request for help, and 
providing feedback to commanders on referrals or 
treatment of an individual unit member as needed. 


SPECIFIC AUDIENCES 


The education of mental health personnel occurs 
in a variety of settings and utilizes many tech¬ 
niques. This section will describe the specific audi¬ 
ences for which training in combat psychiatry is 
necessary. 

The most often neglected individual who needs 
to be properly educated to maintain the mental 
health of a unit is the individual soldier, sailor, or 
airman. Several pamphlets have been produced 
that emphasize the need for the "buddy system" in 
promoting unit morale and cohesiveness. Simply 
put, each soldier should look for dysfunction in his 
comrades. Isolation, decreasing attention paid to 
uniform cleanliness and personal hygiene, and in¬ 
subordination may indicate that a problem exists. 
Unit members may often be the first ones a troubled 
soldier turns to, and education of all unit members 
about the importance of referring him to appropri¬ 
ate personnel within the command is essential. 

Medics, those enlisted personnel who function 
mostly as licensed practical nurses, medical techni¬ 


cians, and orderlies, are also part of the military 
mental health team. While these medics are not 
always practicing in the field of mental health, it is 
important that they understand the basics of psy¬ 
chiatric triage. Important concepts for them to learn 
are the difference between neurotic and psychotic 
behavior, the characteristics of psychiatric illness 
that can masquerade as physical illness, manage¬ 
ment of anxiety, management of suicide, manage¬ 
ment of combat stress reactions, and substance abuse 
disorders. For the most part, the medics who spe¬ 
cialize in mental health will learn how to work with 
patients in their first assignment while under the 
supervision of a psychiatrist or social worker. 

Psychologists and social work officers work 
closely with psychiatrists in the care of emotionally 
disturbed patients. Although these individuals may 
be credentialed to provide unsupervised care, the 
care of patients on medications and those who re¬ 
quire hospitalization must be supervised by a phy¬ 
sician. The psychologist and social worker should 
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have a working knowledge of the latest Diagnostic 
and Statistical Manual of Mental Disorders (DSM), 
be able to conduct a comprehensive interview of a 
patient, make a provisional diagnosis, and develop 
a diagnostic or treatment plan. By the nature of their 
education and training, the psychologists and so¬ 
cial workers will have an advanced academic de¬ 
gree in the field of mental health. 

Medical students are often challenged by learn¬ 
ing psychiatry. Fora military medical student popu¬ 
lation, introducing the concepts of battlefield man¬ 
agement of combat stress reactions is crucial. 
Participating in field exercises that realistically in¬ 
clude battle fatigue cases and cases that mimic battle 
fatigue will prepare the practicing physician to make 
cogent and useful referrals to his psychiatric col¬ 
league. A model program for the education of medi¬ 
cal students is described in the next section. 

Nonpsychiatric physicians are the usual source 
of referrals for psychiatrists, and they may be the 
first physician practitioners to come in contact with 


combat stress casualties. Educating these profes¬ 
sionals must be an ongoing enterprise. 

Psychiatric residents can learn about combat psy¬ 
chiatry by first learning how a military unit func¬ 
tions. Electives should focus on field placement of 
residents for a realistic experience in the practice of 
military mental health. In the next section, a model 
for the education of psychiatric residents is pro¬ 
posed. Residency is also an opportune time to 
teach the techniques of psychiatric debriefing, a 
process by which survivors of trauma or combat 
begin a reintegration into their communities and 
units. 29 

Nursing staff have the most contact with patients 
when hospitalized, and during combat this contact 
is probably increased. Military nurses in all areas of 
specialty should be taught how to recognize and 
treat combat stress reactions. Part of any military 
nursing continuing education conference should 
include update, review, and latest techniques for 
managing these disorders. 


METHODS OF TEACHING 


The following section describes three programs 
designed to educate military personnel in the field 
of combat psychiatry. The first is primarily aimed at 
medical students, the second is for psychiatric resi¬ 
dents, and the third is a field exercise that tests the 
overall medical and mental health capabilities of a 
medical unit. While these programs are far from 
ideal, we feel these are the best educational models 
tested to date. 

Medical Students 

A course for medical students concerning the 
practice of medicine during combat was designed 
by McCaughey at the Uniformed Services Univer¬ 
sity of the Health Sciences. A basic concept about 
the course is that there is a stepwise approach to the 
training. 30,31 Exhibit 11-1 is a comprehensive de¬ 
scription of this course that gives students the abil¬ 
ity to learn basic concepts, practice them, and make 
evaluation and management decisions under simu¬ 
lated wartime conditions. 

Some institutions may not be able to adapt all 
aspects of this course because of their limited capa¬ 
bilities. For instance, it may not be possible to get all 
of the equipment that is necessary to conduct cer¬ 
tain parts of this course in the field. But this should 
not prevent the faculty from doing the best that can 


be done. Even with a very limited amount of 
equipment, a worthwhile field exercise can still 
be conducted. 

The planning faculty includes a course director 
and several other faculty members who can act as 
advisers to help develop and revise the course as 
needed. They should be motivated to teach and be 
knowledgeable about battle fatigue or be willing to 
learn. Initially, they need to meet to establish the 
goals and objectives of the battle fatigue course and 
decide how it is going to be taught in their institu¬ 
tional setting. Later, they should meet periodically 
to look for ways to implement improvements. 

The teaching faculty conducts the teaching. Train¬ 
ing them properly is critical to the success of the 
course. This group will present the lecture and 
conduct the case discussions groups and testing in 
the classroom and the field. Like the planners, they 
should have an interest and ability to teach and 
should be knowledgeable about battle fatigue. This 
group may include members of the planning fac¬ 
ulty. This course was originally designed to teach 
medical students, but if modified, it could be used 
to teach other groups. 30,31 

If others are to be included, the next step is to 
identify the students and construct a course that 
will fit their background, needs, and interests. The 
course can be basic and still benefit a group with 
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EXHIBIT 11-1 

PSYCHIATRY TRAINING COURSE 


Phase One: Providing Information 

Information should be provided in three forms: hand¬ 
out, lecture, and videotape presentation. 

1. Handout. The handout should include informa¬ 
tion about battle fatigue and how the course 
will be conducted. Information about battle 
fatigue should include published articles from 
various perspectives, one of which is historical. 
It is important to convey to the students that 
battle fatigue is not just a recent problem but 
that it has been around as long as wars them¬ 
selves. There should be case examples from the 
American Civil War, Russo-Japanese War, World 
Wars I and II, the Korean and Vietnam conflicts, 
and the Arab-Israeli wars. The various names 
that have been given to designate battle fatigue 
(nostalgia, shell shock, and so forth) and how it 
was managed for each of these wars should be 
included. Other topics should include how to 
deal with battle fatigue management and pre¬ 
vention today and the application of battle fa¬ 
tigue management principles in other settings, 
such as civilian disasters. 

The handout should be distributed well in ad¬ 
vance of the course so that the students have enough 
time to read the background material. Any addi¬ 
tional instructions, such as the name and tele¬ 
phone number of a person to contact if there are 
questions, should also be included with the 
handout. 

2. Lecture. The lecture should include the following 
topics: types of battlefield stressors and the reac¬ 
tions of service personnel to these stressors; de¬ 
scription of battle fatigue and its extremely vari¬ 
able presentations; physical and psychological 
symptoms associated with battle fatigue; a sample 
case; theories about the cause of battle fatigue; 
battle fatigue epidemiology; importance of battle 
fatigue to the serviceman, combat unit, and medi¬ 
cal facilities; a list of the groups of medical person¬ 
nel that need to be informed about battle fatigue; 
management of battle fatigue; prevention; and uses 
of the battle fatigue management principles in the 
peacetime setting. 

3. Videotape presentation. The videotape presentation 
is given immediately following the lecture. It 
should show various types of actual battle fatigue 
casualties. After each case is shown, the pre¬ 
senter should stop the tape and discuss the case 


with the students. A suitable videotape, edited 
from a World War II documentary black and 
white film, is entitled World War II U.S. Army 
Battle Fatigue Cases —Combat Exhaustion (A1701- 
90-0059). It is available from the Army Medical 
Department Center and School for restricted 
use in training military and medical and mental 
health workers. 


Phase Two: Practicing 

The students use the information they have learned 
about battle fatigue in the following settings: pretest, 
case discussion groups, and the classroom testing. 

1. Pretest. The pretest is taken after the lecture and 
graded by the students. It is then discussed in a 
classroom setting. 

2. Case discussion groups. Five to seven students 
meet with a mental health professional for about 
2 hours. Individual cases, found in the handout, 
are discussed. The focus is on the identification 
of battle fatigue, differentiation of battle fatigue 
from other problems, management, and return¬ 
ing to duty. Students, in pairs, also practice 
interviewing skills by having one student con¬ 
duct the interview while the other one plays the 
role of a battle fatigue casualty. The rest of the 
group has the opportunity to observe the inter¬ 
view and participate in the critique. 

3. Classroom testing. Just before going on to the 
field exercise, the students are tested in a class¬ 
room setting. This is a pass-fail test whose 
purpose is to see if the students have gained the 
basic skills and knowledge they need to effec¬ 
tively evaluate and manage battle fatigue cases. 
The students are tested in pairs. They alternate 
roles as an interviewing physician or a battle 
fatigue casualty while a faculty member evalu¬ 
ates the interaction. The faculty member also 
asks general questions about battle fatigue. If 
the students demonstrate that they have mini¬ 
mal competence, they can go to the next phase. 

Phase Three: Testing 

There are two parts for the testing: written test in the 
classroom and practical testing of simulated battle 
fatigue casualties in the field. 
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EXHIBIT 11-1 ( continued) 
PSYCHIATRY TRAINING COURSE 


1. Written test. The test includes material from the 
lecture, reading material, videotapes, and the case 
discussion groups. 

2. Testing in field under simulated wartime conditions. A 
field exercise is the last part of the training program. 
The students are evaluated on their ability to evalu¬ 
ate and manage simulated battle fatigue cases. If 
possible, this should be part of a larger field medical 
exercise that includes a variety of other surgical and 
medical problems to add to the realism. 

Simulated battle fatigue casualties are trained be¬ 
fore the field operation starts. They are introduced 
into the medical care system and, through triage, 
are sent to a combat stress center that is manned by 


students who are supervised by faculty. The inter¬ 
view of the battle fatigue casualty is observed by a 
faculty member. After this, the faculty member 
meets with the student to discuss the case and ask 
general questions about battle fatigue. The stu¬ 
dent is evaluated on the following points: orient¬ 
ing the casualty to the interview, identifying the 
reason for referral, conducting past history and 
mental status examinations (adapted for the battle 
fatigue situation), formulating the problem (diag¬ 
nosis and differential diagnosis), developing the 
intervention, ability to elicit information, and gen¬ 
eral knowledge about battle fatigue and leader¬ 
ship. Students should be evaluated individually 
and feedback given at the end of their rotation at 
the combat stress center. 


mixed backgrounds, such as one that includes physi¬ 
cians, nurses, physician assistants, corpsmen, medical 
service personnel, and so forth. Alternatively, the 
course can be designed for specialized groups, such as 
just psychiatrists, just psychiatric residents, or any 
one of the other groups mentioned above. 

All courses, no matter who the audience is, should 
use a phased approach, in which each phase pre¬ 
pares the students for the next phase. The first 
phase provides information through reading mate¬ 
rial (handout), lectures, and videotapes. In the next 
phase, the students practice the use of battle fatigue 
identification and management techniques using the 
information they have learned. The last phase is test¬ 
ing, which occurs in the classroom and in the field. 

The students should be given the opportunity to 
provide feedback about the course. This feedback is 
best done at the end of the course. Forms with open- 
ended questions and or scales that indicate how 
well teaching objectives were met can be used. 
The feedback should be submitted anonymously. 
Changes to the course should be based on the 
faculty's observations and the student feedback. 

Psychiatric Residents 

The following is a model for a residency elective 
in community psychiatry. The goals of the elective 
are to attain the skills necessary to function as a 
military psychiatrist, especially during combat, and 


TABLE 11-1 

ELECTIVE IN COMMUNITY AND MILITARY 
PSYCHIATRY 


Component 

Comments 

Course Directors 

Insert names of individuals who will 
be responsible for the training: one a 
member of the medical center faculty, 
the other the onsite director. 

Place 

Provide the exact location of facility. 

Duration 

This will usually be 2 weeks to 2 
months depending on extent of mate¬ 
rial covered. 

Participants 

Will be selected from appropriate level 
psychiatry residents. 

Housing 

Arranged by the onsite director. 

Cost 

Per diem costs and transportation ex¬ 
penses will be covered. 

Rationale 

While military psychiatrists function 
in a variety of settings (divisions, re¬ 
search, and hospitals), most graduat¬ 
ing residents are assigned to commu¬ 
nity hospital/clinic settings. This 
training prepares them for their initial 
practice experience. 
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to develop strong collegial relationships with com¬ 
manders and other unit personnel. Tables 11-1 and 
11-2 are examples of a proposal that could be devel¬ 
oped for this elective, along with a discussion of the 
aspects of the field setting. 

Field Training Exercises 

The U.S. Army usually conducts one large-scale 
medical field exercise each summer except when world 
events such as the Persian Gulf War or budget limita¬ 
tions have taken precedence. Since 1984, these field 
training exercises (FTXs) have rotated among several 
medical brigades (headquarters units). Each of these 
FTXs has involved between 3,000 and 9,000 medical 
troops. The medical brigade headquarters commands 
two or three medical group headquarters. Each medi¬ 
cal group controls two to four hospitals (usually evacu¬ 
ation hospitals, combat support hospitals, and mobile 


army surgical hospitals). The hospitals do not come at 
full strength and usually are staffed for 50 to 100 
medical and surgical beds. 32-38 

Each medical group headquarters also usually 
controls one or more medical clearing companies 
(with 50 to 100 of its 250 patient cots). The medical 
battalion, or an evacuation battalion headquarters, 
also controls several helicopter and ground ambu¬ 
lance companies and detachments. 32-38 

Additional medical and surgical specialty de¬ 
tachments augment the hospitals. Preventive medi¬ 
cine, dental, and veterinary detachments are as¬ 
signed to the medical brigade or the medical groups 
to provide area support. Simulated and actual medi¬ 
cal supply and logistics for the many medical units 
are provided as they would be in a combat zone by 
medical supply units. 

In all of these FTXs between 1984 and 1992, there 
has been at least one U.S. Army Reserve "OM team" 


TABLE 11-2 

ASPECTS OF THE FIELD SETTING 


Component Comments 


Background 


Describe the training site and its unique features. 


Elective Experience Residents working under the chief of psychiatry will experience all levels of patient care to 
include consultation-liaison, outpatient and inpatient evaluations and treatment, supervision of 
social workers, psychiatric technicians, and the psychologists. Emphasis will be placed on 
providing the resident with an opportunity to observe and participate in the operation of a full- 
scale, multiservice psychiatric practice, as well as interact with crucial hospital personnel 
supporting that practice. The resident will attend the usual departmental meetings, as well as 
hospital governance boards, and meet with officers in logistics, administration, resource man¬ 
agement division, and clinical support. 

A major feature of this field elective will be command consultations and unit visits. This will be 
accomplished under the auspices of the community mental health service. If timely, the resident can 
participate in the post's chief of staff briefings. 

Patient Population The profile of the patient population should be described here. 


Supervision and 
Evaluation 


Requirements 


Time Table 
References 


All patient care supervision will be provided by the chief of the department of psychiatry. A 
meeting of all practitioners in the department will be scheduled at the end of the resident's stay 
to gather performance data. The final rating of the resident will be done by the chief, department 
of psychiatry, and returned to the training director at the medical center in a timely fashion. 
Additionally, the resident will have the opportunity to rate the program as a part of his or her 
semi-annual evaluations conducted by the medical center staff. 

The training director at Medical Center X will review this proposal and contact the chief, department 
of psychiatry, regarding appropriateness for training and seek clarification if needed. 

The training director and chief, department of psychiatry, at Medical Center X must formally 
approve the elective and schedule the first resident participant(s). 

Give time that the program will be operational. 

Provide pertinent references for the proposal. 
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(the designation for a psychiatric medical detach¬ 
ment) to fulfill the CSC mission. The OM teams 
served in the Persian Gulf War but have since con¬ 
verted to the new CSC companies or detachments. 
An OM team at full strength had 48 persons. It 
included five psychiatrists, six social workers, two 
psychiatric nurses, a clinical psychologist, enlisted 
psychiatric and behavioral sciences specialists, and 
administrative support personnel. In practice, most 
OM teams came to these FTXs with between 20 and 
35 personnel with only one psychiatrist and no 
psychologist. They were augmented by volunteers 
from the other OM teams and by active duty, U.S. 
Army Reserve, and U.S. Air Force occupational 
therapists and by occupational therapist enlisted 
specialists. The occupational therapists were espe¬ 
cially eager to demonstrate their field role in pro¬ 
moting return to duty of battle fatigue casualties. 
The OM teams also had some (but usually not 
enough) vehicles, tents, and equipment. 32-38 

One of the best features of these field exercises is 
the opportunity they provide for individuals or 
small teams from other organizations to reinforce 
or fill out the CSC unit that has been programmed 
into the FTX. The operational concept for CSC calls 
for the capability to concentrate CSC personnel and 
expertise rapidly at sites of acute need by having 
them temporarily reinforce the small CSC teams 
already near the site. The CSC personnel them¬ 
selves need to be highly adaptable and able to 
integrate new team members quickly. Cross-attach¬ 
ing personnel among active duty or reserve CSC 
units in FTXs practices this critical skill. It has the 
added benefit of sharing ("cross-fertilizing") prac¬ 
tical experience and initiating networking. The FTXs 
also provide an economical way for mental health 
interns, residents, and practicing clinicians who are 
slotted as PROFIS (Professional Filler System) fill¬ 
ers in CSC units to receive high-quality, emotion¬ 
ally positive, field experience. 

In most of the FTXs, the OM teams operated 
according to evolving U.S. Army CSC doctrine. The 
OM team headquarters were assigned directly to 
the medical brigade headquarters. The detachment 
divided into smaller, dispersed teams. Depending 
on the numbers of each professional discipline and 
the vehicles available, the CSC unit tried to provide 
CSC support to one or all of the subordinate medi¬ 
cal groups in the medical brigade. 

Because these FTXs were played at the level of 
the medical brigade in support of a corps, the 
OM(CSC) detachment had as one mission the staff¬ 
ing of a reconditioning center. Reconditioning by 
definition 3,39,40 is the 4 to 14 day treatment of battle 


fatigue casualties who do not return to duty in the 
first 3 days of restoration treatment. Recondition¬ 
ing cannot be simulated in real time in a 4 to 5 day 
FTX. However, the staff can do the admissions 
workup and then go through the daily schedule of 
structured activities in "quick time" or "time com¬ 
pression" in which 10 minutes equals 4 or 6 
hours. 3,39,40 

In the FTXs, as in evolving doctrine, the OM(CSC) 
reconditioning facilities collocated with an evacua¬ 
tion or combat support hospital. They were depen¬ 
dent on the hospital for food, water, fuel, medical 
records, and often tents and cots. This was as it 
would be in real combat. The CSC teams must 
establish duty-sharing arrangements with the 
host hospital without letting their personnel and 
equipment be absorbed into that hospital. Ab¬ 
sorption would rightly happen to a hospital-aug¬ 
mentation detachment like a neurosurgery team, 
which becomes an integral part of the hospital, 
but must not happen to a mobile CSC team. The 
CSC team uses the hospital as a base of operation 
but must deploy its teams elsewhere, often on 
short notice. Even those treatment functions such 
as restoration and reconditioning must, by doc¬ 
trine, 3 maintain a separate "nonhospital" iden¬ 
tity and atmosphere. 

Experience has shown that the reconditioning 
center is best set up in the hospital staff quarters 
area, near the kitchen and mess hall, laundry, and 
motor pool. It should not be among the triage or 
ward tents, and it must maintain a nonpatient, 
soldiering milieu. The patient role players simulat¬ 
ing battle fatigue can be assigned to assist the host 
hospital with real work details, as well as being fed, 
showered, rested, and involved in recreational, 
physical fitness, and group debriefing activities. 

In these FTXs, other subteams of the OM detach¬ 
ment were normally deployed to one or more of the 
medical clearing companies under the medical bat¬ 
talion in the medical groups. These teams usually 
attached to the medical company for support and 
remained with it 24 hours a day to triage, evaluate, 
and provide restoration treatment for locally gener¬ 
ated battle fatigue cases (both simulated and "real"). 
Restoration, by definition, 3,39,40 is the 1- to 3-day 
initial treatment of battle fatigue soldiers and is best 
done at the medical treatment or clearing company 
closest to the soldier's own unit, not at a "hospital." 
Restoration requires a reasonably sized tent, prefer¬ 
ably with cots, dedicated to the recovering battle 
fatigue casualties. 

The CSC teams at the clearing companies also 
provided actual preventive consultation, education. 
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and case evaluations to the medical company and 
all other nearby units. In some FTXs, when there 
were too few CSC personnel to provide a continu¬ 
ous presence at the medical companies, the CSC 
team instead provided a regular schedule of circuit¬ 
riding. The team spent the night at the OM team 
headquarters or reconditioning center (base camp) 
and drove to visit one clearing company in the 
morning, then on to another each afternoon. The 
teams were prepared to spend the night at a clear¬ 
ing company as the workload or the tactical situa¬ 
tion required. In this situation, the patient-holding 
sections and medical treatment teams of the clear¬ 
ing company were trained to manage and restore all 
but the problem cases. The problem cases were 
evaluated by the CSC team each day, and, if neces¬ 
sary, they were taken back to the reconditioning 
(and restoration) center by the team as it completed 
its daily rounds. 

The medical FTXs also routinely included non¬ 
medical combat support and combat service sup¬ 
port units, especially signal battalions and detach¬ 
ments to set up and operate the communications 
equipment. Some FTXs also had military police 
companies to provide rear area security and man¬ 
age enemy prisoners of war. Engineer units may be 
available to assist with hospital site preparation 
and personnel replacement elements to coordinate 
the return to duty of simulated casualties. 

At some of these FTXs the U.S. Air Force provides 
C141 and/or C130 aircraft to conduct simulated air 
evacuation from the combat zone (taking off with 
the simulated patients, flying around, and landing 
nearby so that the patients can be "recycled"). The 
air force also provides a mobile air staging facility 
with medical and nursing staff to hold and prepare 
the patients for the flight. In the future, it may be 
possible to involve a navy hospital ship in these 
exercises. 41 Having a hospital ship offshore was 
considered for Wounded Warrior '92, part of which 
took place at Camp Pendleton and involved a ma¬ 
rine medical battalion working under an army medi¬ 
cal group headquarters. However, it was not fea¬ 
sible then because of expense. 

A few of the FTXs in California and Missis¬ 
sippi have combined the medical brigade's exer¬ 
cises with the annual training of the states' na¬ 
tional guard division or separate brigade. In some 
instances, the maneuver brigade or division medi¬ 
cal companies and organic battalion assets were 
included in the medical evacuation play. 33,34,36 On 
those occasions, the OM team has fulfilled its 
forward CSC mission by sending mobile teams 


forward to reinforce the division and brigade 
medical companies. 

The virtue of such large-scale medical exercises 
for training in CSC is that the exercises suggest the 
magnitude and complexity of the real combat mis¬ 
sion. The FTXs illustrate the real-world problems of 
exercising command and control through multiple 
layers of headquarters, communicating with dis¬ 
persed teams over other units' overworked and 
breakdown-prone field switchboards and radio 
nets, 41 traveling and navigating to find unfamiliar 
units, and negotiating allocation or loan of scarce 
resources such as tents, food, water, and vehicle 
maintenance. All of these problems must be over¬ 
come in the combat theater. 

The larger FTXs provide actual supported units 
and audiences for staff briefings, command consul¬ 
tation advice, and preventive educational presenta¬ 
tions. They may provide extensive patient play that 
can include simulated stress and neuropsychiatric 
cases. Invariably, they also provide actual over¬ 
stressed soldiers who need individual case evalua¬ 
tion and, when appropriate, onsite treatment. Exer¬ 
cises of this size also always provide one or more 
true neuropsychiatric cases, usually with a preex¬ 
isting disorder, who decompensate and must be 
evacuated to the supporting hospital system. 

The shortfall of these FTXs is that, large as they 
are, they are still only a small-scale model of a real 
U.S. Army area of operations. The medical units are 
not surrounded by the many more nonmedical com¬ 
bat service support units with which they would be 
aggregated into base defense areas and base de¬ 
fense clusters. The distances between clusters dur¬ 
ing actual combat would be much greater than can 
be achieved at some of the posts hosting the FTXs. 
The rear battle threat may be simulated by OPFOR 
attacks, but there is little real danger or difficulty 
when going from unit to unit, which may create a 
false sense of security. Still, such FTXs are much 
better preparation for learning to live and function 
in the field as part of a huge system than are purely 
individual or small unit training exercises. 

The major medical FTX typically has between 300 
and 600 personnel assigned to play the simulated 
casualties. The FTXs generally try to achieve a mix¬ 
ture of simulated surgical wounds and injuries plus 
nonbattle diseases (including neuropsychiatric dis¬ 
orders), which conforms roughly to the expected 
incidence in mid- to high-intensity conflict. They 
may include battle fatigue casualties. Chemical ca¬ 
sualties are usually included and nuclear casualties 
may be included. 
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Role players who simulate soldiers who have 
diseases or minor injuries can be briefed quickly at 
the FTX patient operations center (POC). Role play¬ 
ers with simulated surgical wounds must receive 
extensive make-up ("moulage") from a trained 
moulage team at the POC. Make-up artists do a 
remarkable job of mimicking serious and even 
grossly deforming wounds. 

The realism of the moulage is one of the factors 
(along with sleep loss, field sights, sounds and 
smells, and sometimes the sound of actual artillery 
firing in the distance) that has provoked distressing 
and even temporarily disabling post-traumatic stress 
syndrome symptoms in some medical personnel 
who have had previous combat experience in Viet¬ 
nam or other conflicts. Such persons may request 
help themselves or be referred to the CSC teams to 
help them deal with their memories. Many more 
may simply "tough it out" and then perhaps decide 
to leave the army, national guard, or reserves rather 
than face another painful training exercise. This is 
one of the reasons why the CSC teams have active 
and visible outreach programs. 

Most of the simulated patients are picked up at 
the patient moulage center and taken directly to one 
of the medical treatment facilities by the helicopter 
or ground ambulances that are dispatched to trans¬ 
port them. A few patients may be taken by truck to 
remote field sites, where the ambulances must find 
them. The patient players in these FTXs may be 
made up and sent out once, twice, or even three 
times in a 12-hour shift. The number of times de¬ 
pends on how extensive their make-up is and the 
prognosis of the injury. Those who can be treated 
and released quickly, or who are "dead on arrival" 
or "die" soon after they reach the clearing company, 
can be returned to the POC by a shuttle service and 
be recycled quickly. For the role players, the expe¬ 
rience can be tiring and uncomfortable. They are 
covered with make-up and prosthetic rubber or 
plastic, strapped to a litter, and then transported in 
the summer heat in a vibrating helicopter or bounc¬ 
ing ground ambulance to one or more medical fa¬ 
cilities where they may wait for minutes to hours to 
be examined. It is a demanding job. 

The patient players are often members of another 
medical unit within the medical brigade's area (such 
as a general hospital) that has been tasked to pro¬ 
vide "patients" as its part in the FTX. They usually 
serve as patients for the entire 4 to 5 days of continu¬ 
ous scenario operations. They are "guaranteed" 
time to eat and sleep, but that guarantee may be 
disrupted by transportation difficulties or the in¬ 


hospitable field or barracks environment. In other 
FTXs, the patient players may be borrowed from the 
participating hospitals and other medical units on a 
day-by-day basis. When national guard divisions 
or brigades have been involved in the FTX, some 
line unit soldiers may be declared casualties and be 
evacuated through their organic medical platoons 
and companies to the corps facilities one time only. 
These soldiers will not have extensive moulage 
make-up unless a moulage team is deployed for¬ 
ward. In some FTXs, there may also be volunteer 
role players from other organizations, such as the 
state's national guard cadet program. These details 
of where and how the role players are obtained 
have proved very relevant to the real-world stress 
control missions of the CSC teams. 

A recurrent finding 32-38 is that both the role play¬ 
ers and the medical units become involved in the 
scenario portion of the FTX with enthusiasm. How¬ 
ever, for the medical units the novelty of realisti¬ 
cally moulaged patients wears off after a while 
because the triage and surgical teams only pretend 
to start the intravenous infusions and insert the 
nasogastric and chest tubes and only get to ex¬ 
plain what surgical procedure they would be 
doing. The triagers, operating room teams, and 
ward staffs themselves become progressively 
more sleep deprived, hot, dirty, and 
uncomfortable.They become increasingly short- 
tempered with and even negligent toward the 
role-playing patients. That increases the stress 
and undermines the motivation of the already 
uncomfortable patients. 

Those role players who have been assigned to 
serve the full duration of the FTX (and even some of 
the volunteers) begin to grow weary of the exercise. 
Some may actually require the attention of mental 
health workers for the transient exercise fatigue 
they suffer. They begin to find ways to delay or 
evade being made up and sent out again. By the last 
night, a few may even become "combat refusers," 
flatly declaring to the POC (or telephoning home 
tearfully to family) that they will resign from the 
army if forced to go out again as surgical patients. 
The result has been that the CSC teams have per¬ 
formed excellent service treating the battle fatigued 
surgical moulage players. 

Anecdotes from actual exercises help to under¬ 
score important points about these experiences. 
During MEDEX [medical exercise] '86 (Camp Shelby, 
Mississippi, 1986), the OM team elements at the 
clearing companies established ongoing "ventila¬ 
tion/gripe" sessions for the surgical and medical 
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role players. These sessions were reported by the 
role players as being very helpful to them. A memo¬ 
rable moment in the FTX occurred during a brief 
afternoon thundershower when lightning struck a 
pine tree that fell and barely missed the tent in 
which such a session was going on. 

During the Dusty Bull FTX (Fort Flood, Texas, 
1988), 35 the OM team is credited by the 807th Medi¬ 
cal Brigade's chief of the patient operations (mou- 
lage) center with "saving" the FTX. 42 The moulage 
role players became very disgruntled by the evening 
of the fourth day, and the corps surgeon and POC 
leader consulted the OM team. They immediately 
implemented the recommendations to call a tempo¬ 
rary halt to give all role players food and sleep. 
Meanwhile, the OM team sent a contingent on night 
convoy to the POC and, early in the morning, initi¬ 
ated a concentrated schedule of debriefing sessions 
mixed with entertainment that had the role players 
ready to continue the FTX soon after sunrise. 

Wounded Warrior '92 (Camp Roberts, Califor¬ 
nia, 1992) provided an even more dramatic real- 
world demonstration of the value of a multidisci¬ 
plinary, multipurpose stress control team. The 
12-person CSC team was composed of a psychia¬ 
trist, psychiatric nurses, social workers, and en¬ 
listed behavioral and psychiatry specialists from 
three reserve OM teams. No simulated combat stress 
casualties were scheduled among the surgical and 
medical patient play because there was a shortage 
of patient role players. The "patients" were male 
and female members of a state cadet organization, 
aged 11 to 19 years. The cadets had been enlisted 
initially to play only a 1-day, joint military / civilian 
disaster medical assistance team earthquake sce¬ 
nario. They had agreed to continue through a 4-day 
continuous (12-hour shifts) battle casualty scenario. 
By the first day of the army exercise, it was clear that 
the cadets' cadre were not able to keep the adoles¬ 
cent cadets sufficiently occupied (on an old army 
post) while they were offshift. A social worker 
and two technicians from the CSC team, who had 
civilian expertise with adolescents, were pulled 
in from the field to advise and train the cadet 
cadre, to establish a program of recreational ac¬ 
tivities, and to maintain order in the barracks' 
dormitories. 

One of the young female cadets became extremely 
agitated while she was being driven out to the field 
in an ambulance as a surgical wound case. She had 
asked to be allowed to use one of the portable 
latrines and had then perceived the behavior of the 
male medics as a sexual assault. The cadet reported 


this perception by telephone to her mother, and the 
post provost marshall was notified. Fortunately for 
all, the female social worker was able to work thera¬ 
peutically with the cadet that evening. Several years 
earlier, that cadet had been molested in a public 
restroom, which made her especially sensitive to 
the threat of sexual assault. The next day, when the 
formal hearing was held, the girl's testimony of 
what the ambulance medics had done and the testi¬ 
mony of the medics themselves were sufficient to 
convince everyone that only poor judgment, not 
wrongful intent, had been involved. The timely 
assistance of a trained mental health worker helped 
the cadet work through a psychological trauma— 
and also arguably saved the careers of more than 
just the ambulance medics if the accusations had 
reached the news media. 

Thus, the psychiatric (stress control) detachments 
can be fully and profitably occupied in these FTXs 
by concentrating on their real-world preventive 
and treatment missions. Unlike the surgical teams 
(and like the dental, preventive medicine, and vet¬ 
erinary food inspection teams), they have plenty of 
real-world missions, provided they are proactive, 
mobile, and helpful. They must not remain in their 
tents waiting for "patients" to be sent to them. 
Indeed the people who would send such cases to 
them (or come on their own behalf) are more likely 
to misunderstand and mistrust the mental health 
teams if those teams are relying only on their pro¬ 
fessional reputations. 

In fact, too much simulated stress casualty 
play may actually be counterproductive. It may 
keep the mental health teams so busy (doing 
what they already know fairly well how to do) 
that they put off undertaking the new challenges 
of going out, meeting, and forming trusting pro¬ 
fessional relationships with all of the units that 
they should be supporting. They need to become 
fully familiar with the missions and stressors of 
the supported units. 

The major medicine FTXs (especially the earlier 
ones—Dusty Bull '84 and '88, Wounded Warrior 
'85, and MEDEX '86) did have extensive simulated 
stress casualty play. A mobile training team (MTT) 
from the Behavioral Sciences Division, Academy of 
Health Sciences, U.S. Army (San Antonio, Texas), 
was requested through command channels 41 by the 
medical brigades to assist in training the OM teams 
and guiding their employment. The MTT also as¬ 
sured that a suitable number and variety of simu¬ 
lated battle fatigue and neuropsychiatric casualties 
were played. 
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The moulage source book 43 provides very few 
neuropsychiatric and combat stress roles (with 
sample field medical cards). The battle fatigue cases 
are mostly the dramatic (but actually rare) and 
problematic cases. The recommended treatment 
(contrary to current doctrine) is to prescribe 
diazepam (Valium) or chlorpromazine (Thorazine). 
The neuropsychiatric cases are also rather limited. 
For example, the alcoholic with impending delirium 
tremens has physical findings (such as a large and 
tender liver with ascites). That would be common, 
perhaps, in a big city hospital emergency room but 
would not be typical of the heavy drinking but 
otherwise successful army NCO or officer who might 
go into delirium tremens if he suddenly cuts back 
from his regular heavy daily drinking. The soldier- 
alcoholic's general health and physical fitness might 
appear good with only the more subtle signs of 
heavy alcohol use. 41 The army's programs of physi¬ 
cal fitness testing, weight control, the mandatory 
physical periodic examination, annual performance 
appraisals with interim counseling sessions, plus 
the Alcohol and Drug Abuse Prevention and Con¬ 
trol Program are usually sufficient to detect the 
gross signs of chronic physical deterioration be¬ 
cause of alcohol abuse. 41 

To provide a wider variety and more representa¬ 
tive sample of battle fatigue and neuropsychiatric 
cases, the MTT has fielded and tested a set of role 
player instruction sheets. Examples are given in 
Figures 11-1, 11-2, and 11-3. 

Each instruction sheet included the field medical 
card (DA Form 1380) entries and physical findings. 
It included general instructions to the role players 
plus a checklist of recent stress events they should 
incorporate into their story about themselves. It 
gives specific instructions on what to do, how to 
look, and what to say, plus further instruction on 
how to change or not change the scenario based on 
how they are treated. 

The battle fatigue cases have been written in sets 
of 20 cases. Each case is unique, but in each set, there 
are three simple exhaustion / sleep deprivation cases, 
five with primarily anxiety symptoms, five with 
primarily depressive and/or survivor guilt symp¬ 
toms, three variations on dissociative (memory loss) 
symptoms, and four variations on conversion symp¬ 
toms. This breakout still somewhat favors the dra¬ 
matic and problematic end of the battle fatigue 
spectrum at the expense of the more common ex¬ 
hausted, anxious, and depressed forms. Flowever, 
that shift is appropriate for corps-level or division 
rear-level exercises, where most of the simpler cases 


can be assumed to have been treated and released 
further forward. 

The instructions deliberately omit the stereotypi¬ 
cal "pseudopsychotic," "acting out," and potential 
violent types of battle fatigue cases. This omission 
was done for two reasons. First, they are actually 
rare, and it is important to counteract that stereo¬ 
type lest it become a self-fulfilling prophecy as 
soldiers become overly suggestible with battle fa¬ 
tigue. Second, there will always be a few role play¬ 
ers who will overact or use this opportunity of 
playing a stress casualty as a license to play 
"psycho," in spite of warnings not to. 

In addition to the 60 variations on battle fatigue, 
instructions were written for neuropsychiatric cases, 
including a manic episode, paranoid schizophrenic¬ 
like psychoses, acute organic brain syndromes (at¬ 
ropine or anticholinergic type), alcohol withdrawal, 
and other substance abuse problems. Some of these 
cases require additional administrative or legal ac¬ 
tion. Some of these cases do provide for the players 
to become threatening and disruptive. This will 
give the medical or psychiatric triagers and treaters 
the opportunity to practice safe management and 
restraining techniques without erroneously target¬ 
ing battle fatigue as the likely cause. The players of 
these roles must be strongly instructed not to con¬ 
tinue their resistance to the point where they or 
others get hurt. 

Interestingly, there was a case during MEDEX 
'86 34 when one of the nonviolent battle fatigue 
cases—a soldier with psychogenic deafness who 
was pretending to be unable to hear instructions or 
questions—was wrestled to the ground and his eye 
glasses broken by overzealous triage and security 
personnel who mistakenly identified him as either a 
"psycho" or an enemy infiltrator. All of the observer 
and controller personnel in the FTXs must be trained 
to intervene to prevent such unnecessary safety viola¬ 
tions by the role-playing patient or the treaters. 

Several "special combat stress cases" that in¬ 
volve misconduct and other legal issues have also 
been prepared as role player instruction sheets. 
Examples are the soldier who confesses that the 
guilt he is feeling comes from having participated in 
the commission of an atrocity or the "combat refuser" 
who describes a pacifistic religious conversion ex¬ 
perience while under extreme stress. These cases 
provide training not only in clinical management 
but also in the administrative actions that should be 
initiated and followed through the system. 

The role player instruction sheets are sufficiently 
detailed that a reasonably literate and motivated 
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Fig. 11-3. Battle fatigue casualty instructions used during FTXs. Instructions delineate role-playing behaviors of the casualty and provide a simulated casualty tag. The 
primary presentation for the example in this scenario is simple exhaustion. Source: Training materials developed by the Psychiatry and Neurology Branch, Behavioral Science 
Division, Army Medical Center and School, Fort Sam Houston, Texas. 































Educating Mental Health Workers 


soldier could take one out of his pocket, read it 
carefully, and know how to play a fairly detailed 
case using his imagination to fill in the necessary 
details. However, experience shows that it is best to 
invest more effort in the selection and training of 
battle fatigue and neuropsychiatric role players. 


If there are psychiatric nurses as members of the 
moulage team, they may be recruited and trained 
to choose only those role players who are them¬ 
selves mentally stable and able to act the part. 
Otherwise, members of the MTT must be detailed 
to do this. 


SUMMARY AND CONCLUSION 


Military mental health providers function differ¬ 
ently from their civilian counterparts. During peace¬ 
time missions, they may deal with service members 
who are lonely and frustrated and have any number 
of family, occupational, or financial problems. Dur¬ 
ing combat, the provider is likely to provide care to 
patients who are acutely anxious and exhausted. 
Therefore, not only does the scene of practice change 
for the military mental health provider, but the type 
of pathology is likely to be different depending on 
the setting. 

Taken together, this situation means that the 
practice of military mental health is grounded in the 
principles of community mental health. The pro¬ 
viders perform an occupational health role, focus¬ 
ing on preventing combat stress casualties and de¬ 
termining the fitness of the individual to function at 
his given job. 

Training military mental health providers starts 
at the entry level. For specialists, technicians, social 
workers, and psychologists, training is available in 
the recognition and treatment of combat stress ca¬ 
sualties. Most other providers, such as physicians, 
and specifically psychiatrists, often have not been 
trained in medical school to treat battle fatigue 
casualties. An innovative course for medical stu¬ 
dents has been described in this chapter. In addi¬ 
tion, a model proposal to teach psychiatry residents 
how to interact with commanders and hospital per¬ 
sonnel in the field is included. Last, the major medi¬ 


cal FTXs have been described in detail. These FTXs 
are important in the preparation and training of all 
healthcare personnel in the proper management of 
battlefield stress casualties. For most mental health 
personnel, on-the-job training is the best possible 
way to learn about the practice of military mental 
health. 

Recommendations for training must take into 
account military structure. Put simply, the manage¬ 
ment of combat stress cannot be taught in the medi¬ 
cal center. Psychiatric residents and allied mental 
health professionals must have exposure to officers 
and enlisted service members in a variety of mili¬ 
tary settings. 

With this in mind, the following four specific 
recommendations can be made: (1) Develop a short 
course and training packages in combat stress man¬ 
agement that are mandatory for personnel assigned 
to troop mental health support slots. Include as 
many allied healthcare personnel as needed. To be 
sure, nurses, chaplains, and hospital commanders 
should be specifically asked to participate in this 
training. (2) Require inclusion of brigade combat 
stress teams in FTXs, especially at combat training 
centers. (3) Increase combat stress training in core 
career courses army wide to the level of application 
in practical exercises. (4) Train and program unit 
medical and mental health personnel to give 
sustainment training to unit leaders in the garrison 
and field. 
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INTRODUCTION 


When the training program described in this 
chapter was conducted, the U.S. Army Third Infan¬ 
try Division (3ID) was a primary bulwark against 
aggression in Europe. Since the breakup of the War¬ 
saw Pact and the Soviet Union, 3ID (and other 
divisions like it in Korea and the continental United 
States) must continue to train for missions that 
range from peacekeeping and peace enforcement in 
ethnic conflicts, which involve appalling atrocities, 
to nuclear, biological, and chemical regional wars. 
Combat psychiatric and stress casualties will be a 
significant area of concern in any future conflict. A 
simple statement, yet how to address this concern 
remains elusive. The members of the 3ID mental 
health team consisting of the division psychiatrist, 
the division social worker, and the division psy¬ 
chologist conducted a program evaluation in an 
attempt to answer this concern. The research con¬ 
sisted of a critical evaluation of present capabilities, 
field problems to assess the degree of difficulty in 
treating and identifying casualties, and a thorough 


review of the literature on combat psychiatry. In 
addition, line commanders' opinions were solicited, 
as were opinions and practices in other divisions in 
the U.S. Army relating to combat psychiatry. 

This material was compiled and thoroughly re¬ 
viewed by the 3ID mental health team and the 3ID 
surgeon. As a result of this research, a training 
program designed for the 3ID was deemed neces¬ 
sary. The training program was designed to help 
maintain the fighting strength of the division. 
Any program initiated, however, must be practi¬ 
cal and must reach the largest possible division 
audience. 

Embodied in the program was the belief that 
even when the best evaluation means were avail¬ 
able, the line medics and physician assistants would 
still, in most cases, see the earliest cases of combat 
stress reaction (CSR). However, if the CSR casual¬ 
ties were successfully treated, it was imperative 
that the commanders also be willing to accept back 
the treated soldiers. 


THE TRAINING PROGRAM 


The training program that developed was in 
two parts. The first part involved training the 
medical units, and the second part involved train¬ 
ing the commanders. The issue of pragmatism 
was constantly kept in mind in the program de¬ 
velopment. The training program for the line 
medics, for example, had to be understandable, 
yet not be so simple as to gloss over important 
issues. 

Because time for training is always limited, the 
program must be concise, and it must aim at 
developing important concepts. The program 
must also have a means of assessing impact. In 
other words, was the program as delivered effec¬ 
tive in developing the key concepts? Finally, the 
program must have a means available for critical 
feedback that can incorporate and adjust to the 
participants' needs. 

The training program that reflected the philoso¬ 
phy and goals deemed important took form slowly. 
Many adjustments were made from that inaugural 
training exercise, and the program as now described 
is the end result of many mistakes, changes, addi¬ 
tions, and deletions. 


Division Medical Personnel Course 

The program for the participants begins at 0900 
hours. The instructors arrive about 1 hour earlier to 
prepare the classroom. The presentation by the 3ID 
mental health team utilizes slide projectors, over¬ 
head projectors, chalkboards, and various hand¬ 
outs during the class. The required materials are 
listed below: 

• 35mm slide projector 

• viewing screen 

• chalkboard 

• handouts 

• pencils 

• patient triage cards 

• overhead projector/overlays 

• moulage kit 

• protective mask 

• load-bearing equipment 

The 3ID mental health team has three officers, 
and it was among these three officers that the morn¬ 
ing didactic session was divided. The morning 


216 



A Model Combat Psychiatry Training Program for Division Personnel 


started with the 3ID psychologist distributing a 
pretest evaluation to gauge the knowledge of the 
participants before instruction. The pretest evalua¬ 
tion covered some of the basics of CSR or "battle 
fatigue" treatment, identification, and history. A 
synopsis of the pretest is presented below: 

1. Provide service member's (SM) identifying 
data (name. Social Security number, unit). 

2. List previous CSR training. 

3. Describe factors contributing to CSR. 

4. Describe a CSR. 

5. Estimate the number of CSRs in brigade 
unit. 

6. List effective ways to treat CSR. 

7. What percentage of CSR can be effectively 
treated? 

8. Would you trust a returned CSR? 

After the pretest evaluation was completed, the 
first phase of instruction began. This 1-hour discus¬ 
sion centered on the historical significance of psy¬ 
chiatric casualties. The purpose of this discussion 
was to provide a longitudinal view of CSR and its 
implications in war. Specific examples of psychiat¬ 
ric casualties in soldiers and units are explored. 

Because one of the guiding principles in the con¬ 
duct of this training program was repetition, an 
effort was made to examine key concepts from 
several vantage points. In the historical overview 
section for example, the principles of treatment 
were examined from their historical inception, 
through application, to current use in modern armies 
(principally the U.S. and Israeli armies). The exami¬ 
nation of treatment principles in such a manner 
helps reinforce their validity and impresses on the 
listener the notion that these principles are "tried 
and true." 

For example, during World War II, certain units 
experienced large numbers of CSR casualties. 1-3 The 
impact this had on operations can then be exam¬ 
ined. This analysis can be developed over a consid¬ 
erable period of history, thereby lending credence 
to the concept that CSR casualties are important. 
Hopefully, at a point during the historical investi¬ 
gation, the listener will be prompted to ask himself 
what factors might make a unit or a soldier more 
vulnerable to become a CSR casualty. This question 
also can be approached from a historical viewpoint. 
Numerous lessons have been gleaned from a study 
of previous conflicts. Such factors as the combat 
intensity, wounded in action (WIA) and killed in 
action (KIA) rates, the type of unit, and characteris¬ 


tics in the service member can all influence the rate 
of occurrence of CSR. This information is important 
because it allows for potential modification of fac¬ 
tors that might increase the rate of occurrence of 
CSR. Again, history's lesson is that the most cohe¬ 
sive units, those with the highest esprit de corps, 
will have the least problems. 2,4 Those factors that 
increase cohesion can then become part of the pre¬ 
ventive psychiatric approach. 

In summary, the first didactic hour focuses on the 
lessons of history with the explicit purpose of "le¬ 
gitimizing" the CSR problem through historical 
survey. This is one of the main teaching goals. 

The second hour of didactic was presented by the 
division social worker and focused on the division's 
assets, limitations, and a different method that could 
potentially be employed in combat to address the 
CSR problem. In addition, this session focused on 
projected casualty generation figures, defining the 
scope of CSR in a statistical manner. 

The assets of the division available to treat, man¬ 
age, or otherwise respond to psychiatric battle casu¬ 
alties were explained from the standpoint of the 
available personnel. The division mental health team 
consists of three officers and six to eight enlisted 
personnel, who in Europe are geographically iso¬ 
lated from each other. Each officer has two or three 
enlisted personnel, depending on the community 
population that the team serves, that is, to staff a 
mental health center. The geographical fragmenta¬ 
tion of the division mental health team is stressed as 
a limiting factor in the ability of the mental health 
team to pool its resources and develop a cogent 
training program. 

On mobilization, the officers would support the 
forward support medical companies in the brigade 
support areas, with the 3ID psychiatrist providing 
supervision of the main support medical company 
in the division rear. This immediately poses a prob¬ 
lem because one clearing company is left without a 
mental health professional. Another serious limit¬ 
ing factor of the European 3ID mental health team is 
the peacetime mission that emphasizes community 
mental health activities as a priority over the com¬ 
bat readiness mission. Varying with the profes¬ 
sional degree, the division mental health team is 
almost totally ensconced in the deliverance of rou¬ 
tine mental health services to active duty personnel, 
dependents, children, and civilians. In this case, the 
division mental health team either totally replaces 
or augments the medical command's or medical 
activity's supply resources. The division mental 
health team is so totally overwhelmed by these 
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duties that primary consideration to a substantive 
preventive psychiatry program becomes difficult, 
thereby not allowing the division to benefit from 
the expertise of the division mental health team to 
aid in combat readiness. A shift in focus, allowing a 
higher priority of the training mission, is discussed 
as a remedy to this problem. 

Estimates of projected CSR casualty figures are 
also discussed in a relatively detailed way. To make 
the statistics more relevant, the casualty figures are 
also estimated for division- and brigade-sized units. 
The point is made that these casualties represent 
recoverable manpower through the application of 
effective treatment. Evacuation procedures are also 
examined noting the correlation between high num¬ 
bers of CSR casualties and the routine priority they 
are given in terms of evacuation. Numbers and 
types of evacuation vehicles are also discussed. 

Various management approaches to handling the 
large numbers of CSR casualties are explored. One 
method is to have all CSR casualties evacuated for 
treatment to the medical companies' clearing sta¬ 
tions. Here the officer and two or three enlisted 
personnel will handle all evacuations and area sup¬ 
port. However, one medical company that will be 
acting as a central evacuation point will have no 
mental health officer, but rather only a behavioral 
science noncommissioned officer. (This shortfall 
should be corrected if the division is reinforced by 
teams from a corps-level combat stress control unit.) 

The evacuation priority of "routine" given to 
psychiatric casualties also suggests, in the heavy 
casualty war scenario at least, that the projected 
WIA may limit the likelihood of large numbers of 
CSR casualties being evacuated, probably a desir¬ 
able situation. The lowest echelon of identification 
of the CSR casualty may therefore also become the 
"treatment facility." 

Further potential hindrances to CSR evacuation 
are explored. These might include chemical con¬ 
tamination of an evacuation route, the need for 
frequent moves by the "treatment facility," and 
vehicle maintenance problems. 

By reviewing the evacuation issues, the auto¬ 
matic notion of many line personnel to evacuate 
"back" is short circuited. The conclusion generally 
drawn by the participants, then, is that many CSR 
patients will by necessity need to be treated at the 
lowest echelons of medical care, that is, the com¬ 
pany medic and the battalion aide station (BAS). 
Again, the importance of the CSR problem is borne 
out, and again, the necessity for a training program 
becomes evident. 


After presenting these two topics, the history and 
longitudinal scope of the CSR problem plus present 
capabilities and projected casualty figures, hope¬ 
fully, the listener is by this time asking himself, 
"How can I recognize and treat psychiatric and CSR 
casualties?" The answer to this question then be¬ 
comes the basis for the third and final didactic 
discussion. Pragmatism must be the key concept in 
presenting the medical aspects of psychiatry in the 
combat zone. Esoterics have little place here. The 
discussion must underline the importance of com¬ 
bat psychiatry and then offer guidelines for field 
management. 

The division psychiatrist presents the topic on 
the medical aspects of combat psychiatry. In addi¬ 
tion to the lecture, a medical briefing booklet was 
prepared and given to each participant. The booklet 
covered in more detail what the lecture provided. 
The medical briefing booklet becomes a permanent 
resource to which the medic can return to review 
treatment, diagnostic, and evacuation guidelines. 

The booklet contains information on more spe¬ 
cific areas than time allows in the morning session. 
The subjects include the psychiatric aspects of chemi¬ 
cal warfare, substance abuse, a brief primer on the 
major psychiatric disorders, and CSR. The booklet 
is designed to be used in the class and later to be a 
resource. In fact, the primary purpose for preparing 
such a booklet is to give the participants a concen¬ 
trated referral source. Differences in division loca¬ 
tions and missions will mean that only general 
guidelines can be provided in a medical briefing 
booklet. 

The table of contents for the 3ID's medical brief¬ 
ing booklet, which was titled "Psychiatry in the 
Combat Zone," also served as the outline for the 
morning medical discussion. Exhibit 12-1 details 
this outline. 

The discussion of the medical aspects of combat 
psychiatry starts with a review of the approach of 
the former Soviet Union to combat stress. Topics 
center on the exploitation of surprise, use of propa¬ 
ganda, doctrine relating to "battlefield paralysis," 
and methods of protecting their soldiers from be¬ 
coming combat psychiatric casualties. 5 

In summing up the potential threat, it is noted 
that adversaries may be prepared both to exploit 
the enemy human emotional factor and at the same 
time to defend themselves from becoming potential 
CSR casualties. 

After presenting this brief overview philosophy, 
the lecture turns to the medical aspects of combat 
psychiatry. In trying to provide the most pragmatic 
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approach to the issues of diagnosis and treatment, 
we repeatedly emphasized the time-honored medi¬ 
cal approach. The listener must be left with a clear 
idea as to the variety of diagnoses that may be seen 
on the battlefield, in other words a differential diag¬ 
nosis, and a means whereby the possibilities can be 
separated. To achieve this objective, the listener 
must learn what conditions may present themselves 
on the battlefield and then, through the use of a 
history and physical, separate them. Utilizing this 
principle throughout, the medical briefing starts 
with discussion of the psychiatric aspects of chemi¬ 
cal warfare. In discussing chemical warfare from 
the psychiatric standpoint, we place particular em¬ 
phasis on behavioral symptoms. 6,7 For example, the 
nerve agents are examined from the standpoint of 
tactical use, behavioral and physical symptom pro¬ 
duction, and treatment with atropine. This is not a 
general discussion but specific to include dosages 
of medications used in first aid. 


EXHIBIT 12-1 

PSYCHIATRY IN THE COMBAT ZONE 
MEDICAL BRIEFING BOOK OUTLINE 


Section I A Brief Synopsis of Philosophy of 
the former Soviet Army 

Section II The Psychiatric Aspects of Chemical 
Warfare 

Section III Combat Stress Reaction 


Section IV Substance Abuse 
Section V Major Psychiatric Disorders 
Section VI Appendix 

a. WHO Chart 

b. Conditions with Prominent 
Anxiety 

c. The Acute Radiation Syndrome 

d. Decision trees for differential 
diagnoses found in the Diagnostic 
and Statistical Manual of the 
American Psychiatric Association 

e. A Simplified Overview of Combat 
Psychiatry 

f. A Simplified Overview of 
Treatment Modalities 

g. A Relaxation Program 


In addition to discussing the hazards of exposure 
to chemical agents, we review other psychiatric 
difficulties encountered in a chemical environment. 
"Gas hysteria," a problem in World War I where 
symptoms developed without exposure to chemi¬ 
cals, is posed as a problem that may recur. 6,7 The 
need to obtain an adequate history and a thorough 
physical examination are thereby reinforced. 

An anxious soldier not truly exposed to a chemi¬ 
cal agent but thinking he was may inject himself 
inappropriately with atropine. The symptoms of 
atropine overdose are examined in detail. To rein¬ 
force the importance of gaining a history and doing 
a physical, we present a case example of an organi¬ 
cally induced atropine psychosis. Without obtain¬ 
ing a good history and physical, the medic gives this 
"crazy person" chlorpromazine and evacuates him, 
a very common response from the uninitiated med¬ 
ics. The errors of such treatment in both producing 
a severe hypotension and the subsequent loss of the 
soldier's fighting strength are pointed out, as is the 
quick and effective treatment. Furthermore, 
chlorpromazine has strong atropine-like effects and 
may produce atropine psychosis when given to one 
already having atropine in his system. 8 

The psychological effects of prolonged confine¬ 
ment in mission-oriented protective posture (MOPP) 
gear are next examined, including possible symp¬ 
toms. 9,10 For example, the increased respiratory ef¬ 
fort needed to operate the protective mask may be 
misinterpreted as chemical exposure. To help dif¬ 
ferentiate these various problems, the medics are 
given guidance in history and physical assessment. 
For example, in taking a history of possible chemi¬ 
cal exposure, questions that might be asked include 
the following: 

• Was the unit exposed to chemicals, and if 
so, by what means and at what time? 

• Where was the service member in relation 
to the other unit members? 

• Did the service member have his MOPP 
gear on, and if so, for how long? 

• What is the service member verbalizing as 
his problem? 

The section on the psychiatric aspects of chemi¬ 
cal warfare concludes with a short case example 
and its effective treatment. 

Another medical problem that may be seen in the 
combat zone is the soldier with a substance abuse 
disorder. This is a large area of concern in peace¬ 
time, as indicated by the extensive military drug 
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and alcohol abuse program. 11 A primary focus of 
discussion in the medical aspects of combat psy¬ 
chiatry is the clinical problem of acute drug us¬ 
age and withdrawal and the differential diagno¬ 
sis from chemical exposure, CSR, and other 
similar problems. 

To aid the combat medic, we give a review of the 
symptoms of alcohol withdrawal. 8 The importance 
of gathering an alcohol history is emphasized be¬ 
cause the symptoms of alcohol withdrawal may be 
similar to other disorders. Questions the medic 
might ask to help elicit the information are also 
provided as guidance. 

In discussing treatment and evacuation guide¬ 
lines, one needs to separate mild withdrawal from 
more serious conditions. Mild cases of alcohol with¬ 
drawal can be locally treated, reducing the need for 
evacuation and the subsequent loss of manpower. 
After describing the more serious withdrawal symp¬ 
toms, we discuss their treatment. Other drugs of 
abuse presenting with withdrawal symptoms will 
also be seen. Some of the specific drugs and their 
effects can be discussed. 

Phencyclidine (PCP) received separate consider¬ 
ation as a drug of abuse because of treatment diffi¬ 
culties. 8 A service member under the influence of 
PCP may be combative, negative, and hallucinat¬ 
ing. 12 To the medic who does not have access to an 
adequate history, this service member will just look 
"crazy" and be "treated" with restraints and 
chlorpromazine. The pitfalls of this approach are 
examined to help reinforce the need for proper 
diagnosis and subsequent treatment and evacua¬ 
tion. The point should be emphasized that a drug 
and alcohol history, when routinely gathered, will 
spare evacuation, conserve manpower, and ulti¬ 
mately provide better battlefield medical care. 

There will be, of course, a few major psychiatric 
disorders present in a wartime scenario. To bring 
this into perspective, a World Health Organization 
chart detailing the frequency of major psychiatric 
disorders is made relevant to a division-sized unit. 
Obviously, the entire field of psychiatry cannot be 
discussed. Instead, one method is again to rely on 
differential diagnosis and history. After having ruled 
out physical injury, chemical exposure, inappropri¬ 
ate atropine injection, and drug withdrawal, then 
consider a functional psychiatric disorder. For ex¬ 
ample, a service member presents with hallucina¬ 
tions and delusions and is incoherent, in short, 
"crazy." The medic should consider the differentials 
and obtain a history and physical examination includ¬ 
ing any history of previous psychiatric problems. 


If no obvious diagnosis presents itself, a period 
of drug-free observation may be useful; however, if 
the condition is too severe, evacuation is appropri¬ 
ate. Particularly severe disorders such as suicidal 
behavior and psychosis are discussed in depth. The 
level of expertise of the audience must be gauged so 
that this material is presented in an understandable 
format. This is particularly true when discussing 
psychiatric terms such as psychosis, hallucinations, 
delusions, incoherence, and other terminology. 

The final broad topic discussed in the medical 
aspects of combat psychiatry is CSR or "battle 
fatigue."CSR is discussed last because it should be 
assumed only after all other potentially dangerous, 
life-, limb-, or function-threatening diagnoses have 
been adequately ruled out. 

The CSR is first defined as to what it is and what 
it is not. The point is made that a CSR is not "crazy" 
or even violent as a rule. It is useful to explain that 
a CSR is an exaggeration of the normal responses 
that might be seen in any very stressful situation. It 
is also useful to describe common normal responses 
to combat. The difference between a normal re¬ 
sponse to combat and a CSR can then be better 
understood. The CSR is presented, then, as an exag¬ 
geration of a normal response to combat. However, 
the CSR is no longer functional. In other words, the 
CSR's degree of psychophysiological response is 
severe enough to temporarily disable him in the 
performance of his duties as a soldier. The factors 
that might contribute to more stress in a combat 
scenario and increase the numbers of CSR patients 
are closely examined. The participants are instructed 
to preferably use the label "combat or battle fa¬ 
tigue" to convey the transient, benign nature of the 
disorder. 

Such factors as combat intensity, WIA and KIA 
rates, the type of unit, the service member's previ¬ 
ous battle experience, and the expectation regard¬ 
ing the anticipated outcome of the battle are studied 
from the standpoint of affecting the CSR rate. In 
addition, such factors as sleep deprivation, family 
concerns, and the individual's ability to handle 
stress in general are viewed as possibly tipping the 
balance in the direction of temporarily disabling 
symptoms. 

After a definition of CSR has been given and 
factors influencing the CSR rate presented, there 
must be a very concrete description of how the CSR 
patient will present to the combat medic. A good 
way to present this information is with a chart that 
by statistics relates the symptoms seen in various 
previous conflicts. For example, in the 1982 Leba- 
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non War, 56% of the Israeli CSR patients presented 
with anxiety, 38% as depressed, and 34% with fear¬ 
ful mood. 13,14 The presentation and discussion of 
symptoms will be followed by treatment and evacu¬ 
ation guidelines. The well-known treatment prin¬ 
ciples of the CSR patient are explained using prox¬ 
imity, immediacy, expectancy, and_simplicity (PIES). 
Centrality, which is more of a management issue, is 
only briefly touched on here. 

The relative safety of the medical unit, when 
combined with rest, food, and an expectation of 
return to battle, is the simple treatment. In addition, 
other treatments that can, and should, be used in¬ 
clude work assignments, catharsis (debriefing), and 
a brief relaxation program that can be easily admin¬ 
istered and "prescribed." 

The important factor is to give the medic the tools 
to treat the CSR patient and thus short circuit the 
use of medicines or inappropriate evacuation. Fi¬ 
nally, it is noted that the treatment is effective 


(relying on and reinforcing earlier material pre¬ 
sented), and recidivism will be very low. However, 
for a small percentage of patients, the 48-hour pe¬ 
riod of restoration will not be successful, and evacu¬ 
ation to a reconditioning center should be consid¬ 
ered. The 3-day to 2-week stay in a reconditioning 
center will still result in the return of the majority of 
CSR casualties to duty. 

The morning session then ends with a summary 
that, in pictorial form, reviews the differential diag¬ 
noses and treatments. The medical briefing booklet 
that had been handed out earlier contains an appen¬ 
dix. The appendix has flowcharts that help organize 
a medic's differential diagnosis and treatment (Ex¬ 
hibit 12-2). 

Of course, no flowchart is complete, and such a 
chart will never replace a careful evaluation, as is 
pointed out in the briefing. The afternoon field 
training exercise begins when volunteers are se¬ 
lected from the battalion aide stations to act as 


EXHIBIT 12-2 



DECISION TREE FOR COMBAT STRESS CASUALTY 


1 . 

Anxious, Irritable, Depressed, and Nonfunctional 



2. 

Psychological factors affecting physical conditions 

2a. 

History of physical injury 

3. 

Neurologic condition 

3a. 

History of head or spinal cord injury 

4. 

Withdrawal symptoms 

4a. 

History of drug and / or alcohol use 

5. 

Chemical symptoms 

Chemical hysteria 

5a. 

Contact with chemical agent 

6. 

Atropine overdose 

6a. 

Anticholinergic symptom and/or use of 
Atropine 

7. 

Radiation syndrome 

7a. 

Exposure to nuclear environment 

8. 

Biological contamination 

8a. 

Exposure to biological agent 

9. 

Psychiatric disorder 

9a. 

Presence of major psychiatric symptoms 
(hallucinations, delusions, severe 
depression, suicidal) 

10. 

Combat stress reaction 

10a. 

Unable to temporarily function as a 
soldier secondary to combat stress 

A soldier with symptoms (step 1) must be questioned about potential alternate causes (steps 2 through 9). 

The examining medic must rule out the alternates with negative responses to steps 2a through 9a before 
labeling the casualty as having a combat stress reaction (step 10) or as being a combat stress casualty 

(step 

10a). 
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casualties, while part of the mental health team 
plays the role of psychiatric casualties. The remain¬ 
der of the mental health staff (three people) act as 
trainers/supervisors to give both feedback and to 
create various scenarios during the actual running 
of the exercise. 

A central casualty pool contains the physical, 
psychiatric, and CSR casualties. Through the use of 
color-coded patient cards (Exhibit 12-3), the 15 to 20 
different patients are sorted and distributed to each 
battalion aide station. This method allows a regu¬ 
lated flow of patient types. 

The color-coded cards give the medic informa¬ 
tion as to the medical/psychiatric history. The use 
of moulage kits adds realism for physical casual¬ 
ties. The mental health staff "acts" the psychiatric 
symptoms, thus also ensuring more realism. 

Over a 1-hour period, 15 to 20 casualties of all 
types are sent from the casualty generation pool / 
forward edge of the battle area to the company 
aidmen. The company aidmen are required to triage 
the casualties. Physical casualties needing bandages, 
splints, or stretchers are administered by the aidmen. 
Evacuation priorities are enforced; that is, psychiat¬ 
ric and CSR casualties are evacuated only after 
serious physical casualties. The aidmen are forced 
to confront and triage a wide variety of psychiatric 
and CSR casualties, thereby increasing their sensi¬ 
tivity to the magnitude of combat psychiatry. 


EXHIBIT 12-3 
SAMPLE PATIENT CARD 

VITAL SIGNS: BP= 116/74; P= 74; R= 14; 
Airway : clear 
Hemorrhage : none 

HISTORY: Over a period of several hours, the 
service member gradually withdrew and would 
not talk or follow any orders. The SM has refused 
all attempts to engage him, even refusing food and 
water. With great difficulty, the company aidman 
was able to evacuate the SM to the BAS. 

PHYSICAL : Repeated attempts to question the SM 
were met with silence and a vacant stare. There is 
no evidence of neurologic abnormalities after a 
careful screen. There are no signs of, or history to 
suggest, drug abuse. SM has no history of exposure 
to CBR weapons. 


After appropriate interventions, the aidmen will 
evacuate their casualties to the battalion aide sta¬ 
tion. Here, the physician assistant and his staff must 
diagnose, treat, and evacuate where appropriate. 

To add further realism and to aid the training for 
"common soldiers' tasks," various scenarios are 
enacted. The trainer/supervisor will call a "gas 
alert," thereby requiring the donning of protective 
masks to both aidmen and to their patients. Patients 
will occasionally be evacuated with a protective 
mask, demonstrating the importance of facial cues 
and verbal communication in diagnosis. Physician 
assistants may also be "eliminated," forcing the 
battalion aide stations to operate without their ser¬ 
vices. Various other scenarios can be enacted in¬ 
cluding the decisions that must be made when the 
battalion aide station gets the order to move out. 

The battalion aide station is required to fill out 
patient cards describing diagnosis and treatment. 
These cards are used later for feedback. 

After completion of the training exercise, the 
participants return to the classroom. At this point, 
feedback is given, both positive and negative, as to 
unit performance. All the trainers / supervisors have 
their viewpoints. This is followed by a discussion of 
specific patients that were portrayed during the 
exercise and what might be considered as diagnos¬ 
tic, therapeutic, and evacuation guidelines. 

A general discussion period follows that ends 
with the posttest examination being given. The 
posttest is used to gauge the immediate effective¬ 
ness of the training program and also to reinforce 
key points. Finally, a critique sheet is distributed 
that allows the soldiers to comment on the training 
program and give feedback on possible improve¬ 
ments. This has been a valuable tool for making 
meaningful modifications. The day-long program 
ends with each successful participant receiving a 
certificate of training. 

Division Commanders' Course 

As important as the training is for medical per¬ 
sonnel, the command personnel must also under¬ 
stand what combat psychiatry is and how proper 
diagnosis, treatment, and evacuation will affect their 
fighting force. Commanders can also be told of 
preventive measures that may help reduce their 
losses. 

The commanders' course is best initiated by first 
securing command support at the highest level avail¬ 
able. Obtaining this support will generally entail a 
briefing that details the importance and need for 
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commanders' attendance at such a course. This brief¬ 
ing is best directed at the division commanding 
general at a meeting arranged by the division sur¬ 
geon. Another valuable addition is to obtain an 
introductory letter signed by the division command¬ 
ing general emphasizing the need for the course 
and its attendance by commanders. This letter then 
becomes an integral part of the material that is 
disseminated before the commanders' briefings. 
Having now received command support, mental 
health personnel can begin the second phase of the 
training program. 

Part 2 of the combat psychiatry training program 
is again divided into three parts, reflecting the de¬ 
sire to allow all three officers to utilize their exper¬ 
tise in training. The three parts of the briefing in¬ 
clude an historical review of combat psychiatry, a 
medical review, and a section dealing with preven¬ 
tive measures. 

The historical review is a 30 to 45 minute presen¬ 
tation designed primarily to demonstrate to com¬ 
manders the importance of combat psychiatry. This 
is best done by exploring, through history, the im¬ 
pact that CSR casualties have had on tactical opera¬ 
tions. This is also illustrated with actual case vi¬ 
gnettes. It becomes necessary to touch on the issue 
of readiness. The theme developed is that an unpre¬ 
pared army is a vulnerable army. Examples sup¬ 
porting this notion, such as experiences in World 
War I, World War II, and Israel, are fully explained. 
During this initial briefing, a very powerful concept 
that can be discussed is the casualty generation 
figures. Here the commander actually sees what 
impact losses because of CSR will have on his unit. 
At this point, the need for a training program to 
help decrease these losses becomes more apparent. 
The Israeli Defence Force experience before and 
after the institution of such a training program is 
discussed last to demonstrate how effective such 
training can be in returning effective soldiers to the 
commander. At the end of the first presentation, the 
commanders should have a better appreciation of 
the tactical importance of the CSR casualty and of a 
preventive training program. 

The middle presentation is an abbreviated medi¬ 
cal overview, similar to that in part 1. Key concepts 
that should be developed include the social ap¬ 
proach to the CSR, a brief overview of the scope of 
combat psychiatry, what the CSR casualty will look 
like, how the CSR casualty will be treated, and the 
effectiveness of this treatment. It is also important 
to describe the part 1 training program to the com¬ 
manders so that they can appreciate both our con¬ 


cern and our approach to the issue of "readiness." 
The medical section concentrates less on specifics of 
diagnosis, treatment, and evacuation but instead 
leans toward issues of effectiveness of treatment, 
present preparedness, and the commander's vital 
role in the entire process. The point is made that 
without the commander's involvement, the whole 
program is less effective than it could be. 

The final presentation revolves around preven¬ 
tive measures that commanders need to understand 
and, as appropriate, apply. Those factors that influ¬ 
ence the rate of CSR casualties can be discussed. For 
example, the WIA/KIA rate, the expectation re¬ 
garding the outcome of the battle, the service 
member's previous combat experience, and the com¬ 
bat intensity are just a few of the factors that are 
covered in this presentation. Unit cohesion, be¬ 
cause of its particular importance in decreasing the 
rate of CSR casualties, receives special attention. 
Factors that might tend to produce more group 
cohesion such as regular combat training, physical 
training, and effective leadership are offered to the 
commanders for their consideration. The ability of 
the leader to influence the cognitive appraisal of the 
service member is emphasized. 15 Although effec¬ 
tive leadership is a well-known principle for pro¬ 
moting more unit cohesion and subsequently less 
CSR casualties, this presentation does not offer 
guidelines for effective leadership because com¬ 
manders receive this information elsewhere. The 
need for enforced periods of sleep is also discussed. 

In the commanders' briefing, the use of research 
instruments to gauge the level of knowledge tends 
to be more politically sensitive than with the med¬ 
ics. If such an instrument is to be used, this should 
be thoroughly explained both when initially seek¬ 
ing approval to start the training program and later 
with the commanders themselves. A critique sheet, 
however, tends to be a less-sensitive issue and nor¬ 
mally would represent the conclusion of the com¬ 
manders' briefing. The critique sheet is designed to 
allow for feedback on the presentation as well as to 
elicit commanders' ideas for improving the pro¬ 
gram. Modifications can then be made to provide 
for more sensitive training. 

Material and Methods 

In collecting the data, a questionnaire was used. 
The questionnaire was distributed in the pretest 
mode to all participants. This information is consid¬ 
ered the baseline because it reflects knowledge be¬ 
fore training. The posttest was the same question- 
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naire. It was completed after the training. This in¬ 
formation would represent short and intermediate 
memory retention of key training principles. Fif¬ 
teen months after the medics had completed the 
combat psychiatry training program a retest gauged 
the degree of learning loss. 

In the commanders' training program, the same 
questions distributed to the medics were again used. 
This allowed correlation of data. There was no 
posttest given because of time constraints. 

The multiple choice questions dealt with basic 
principles of combat psychiatry. The questions were 
designed to elicit the respondents' knowledge in 
such areas as detection, description, treatment, and 
probabilities of occurrence. The questions were con¬ 
structed to allow prejudices and misinformation to 
be revealed. This was done to test the proposition 
that such prejudices might exist. The choices to each 
question were designed to allow appropriate and 
inappropriate responses to be discerned and later 
tabulated. 

The pretest and posttest responses were collected 
in 1983. There were 202 questionnaires obtained 
from the division medical personnel. The units tested 
included the major elements of the division. These 
units are separated geographically by as much as 
100 miles. 

Fifteen months after training, a reexamination of 
original respondents was conducted. This sample 
netted 16 questionnaires or 8% of the original group. 
Personnel losses accounted for the small size of this 
sample. Statistics are included for information and 
not for statistical inferences. 

One hundred and seventy-eight commanders 
who received their training in 1985 contributed the 
most current data in this study. The combat arms 
were the main unit-type represented. 

Responses to each question were tabulated and 
then converted to a percentile figure. The percent¬ 
ages of appropriate and inappropriate responses 
were compared in the pretest, posttest, retest, and 
commander's program. The pretest knowledge was 
the standard to which subsequent shifts after train¬ 
ing were compared. 

Results 

In responding to the question "What are impor¬ 
tant things that cause a CSR?" the medics' top 
percentile choices on the pretest included: drug and 
alcohol abuse, 74%; previous difficulties adjusting 
in life, 68%; the KIA and WIA rate, 50%; and battle 
intensity, 46%. After the medical training, the data 


shifted to battle intensity, 82%; the KIA and WIA 
rate, 80%; experience in combat, 76%; drug and 
alcohol abuse, 74%; and lack of sleep, 60%. The 15- 
month retest data included lack of sleep, 88%; battle 
intensity, 82%; the KIA and WIA rate, 81%; experi¬ 
ence in combat, 76%; and few friends in the unit, 
44%. The commanders' selections included the KIA 
and WIA rate, 82%; lack of sleep, 71%; battle inten¬ 
sity, 66%; experience in combat, 60%; and poor unit 
morale, 49%. 

Reviewing the percentages of inappropriate re¬ 
sponses is also important because it can have a 
direct negative effect on decision making. For pre¬ 
sumed etiologies of CSRs, the medics' pretest in¬ 
cluded weak personality, 42%; the way he was 
brought up, 14%; and previous difficulties adjust¬ 
ing in life, 68%. The commanders on this question 
chose a weak personality, 29%; the way he was 
brought up, 26%; and previous difficulties adjust¬ 
ing in life, 37%. 

In describing "How a CSR would most likely 
act," the pretest medical responses included scared, 
89%; jumpy, 78%; nervous, 71%; in a daze, 71%; and 
normal, 64%. The posttest responses were nervous, 
81%; quiet, 74%; dazed, 72%; withdrawn, 71%; and 
scared, 61%. The 15-month retest responses were 
nervous, 88%; quiet, 75%; withdrawn, 75%; scared, 
69% and dazed, 69%. The commanders answering 
to this question listed their responses as nervous, 
68%; withdrawn, 54%; jumpy, 51%; dazed, 51%; and 
scared, 48%. 

Inappropriate pretest responses included crazy, 
18%; nuts, 20%; freaked out, 18%; haywire, 12%; 
wild, 19%; and screaming, 22%. These same data 
after training were crazy, 4%; nuts, 5%; freaked out, 
11%; haywire, 2%; wild, 1%; and screaming, 6%. 
Inappropriate responses chosen by commanders 
were crazy, 16%; nuts, 11%; freaked out, 27%; hay¬ 
wire, 14%; and screaming, 24%. 

In selecting the most appropriate treatments, the 
generally accepted principles were considered. 
These principles were letting the service member 
know he will return to duty; treating him close to 
the battlefield; assigning him duties; resting; re¬ 
turning to his unit; and talking gently. The latter is 
an attempt to elicit and subsequently incorporate 
an empathic approach. 

The medics' pretest choices were restrain him, 
69%; make him shape up, 44%; assign duties as he 
recovers, 43%; rest, 41 %; and treat far away from the 
battlefield, 38%. The posttest choices were talk gen¬ 
tly to the service member, 94%; treat close to the 
battlefield, 91%; rest, 89%; and expect his return. 
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81%. The medics' retest responses were talk gently 
to the service member, 94%; rest, 94%; treat close to 
the battlefield, 88%; expect his return, 81%; and 
assign duties as he recovers, 69%. The commanders' 
choices were send to a doctor, 60%; rest, 57%; talk 
gently, 43%; treat like a WIA, 43%; and send to 
hospital, 40%. 

How soon could a successfully treated CSR re¬ 
turn to duty? The pretest medical responses indi¬ 
cated that 47% felt 1 week was needed. An addi¬ 
tional 22% felt 1 month of treatment was required. 
Forty-four percent of the commanders felt 1 month 
of treatment was necessary before a soldier could be 
returned to duty. Twenty-one percent selected 1 
week of required treatment. The medics' posttest 
responses shifted to the more generally accepted 
time periods. Seventy-two percent selected 3 days. 
The medics' retests revealed that 46% selected 3 
days, and 20% selected 1 day. 

A reflection of the underlying philosophy re¬ 
garding successful treatment is suggested by ask¬ 
ing what percentage of CSRs could be returned to 
active duty. The medics' pretest indicated that 37% 
of the respondents felt that 60% of the CSRs could be 
returned. Thirty-six percent of the medics felt only 
40% could be returned. The posttest results shifted 
as 74% of the respondents chose 80% as the likely 
return rate. In the retest, 70% of the medics felt that 
a return rate of 80% or better was possible. Fifty-two 
percent of the commanders chose return rates of 
60% or less. 

Discussion 

The division medical personnel will be the first 
echelon that most CSRs will contact. Proper triage is 
mandatory to preserve the fighting strength. The 
general level of knowledge demonstrated by the 
medics' pretest was consistent with their lack of 
training in this area. If such unchallenged knowl¬ 
edge is taken into combat, the speculative results 
would be an intolerable mismanagement of CSRs. 
Although the relative inability to determine the 
etiology of the CSR could be excused, the identifica¬ 
tion and treatment cannot be. It was in these areas 
that the baseline knowledge of the medics was most 
deficient. A CSR was viewed as a scared, jumpy, 
crazy person or, as selected by a majority, even 
normal. Such responses do little to determine a CSR 
with an aim towards treatment. Even more impor¬ 
tant were the treatment choices selected. The gen¬ 
eral view of treating a CSR was consistent with their 
view of the CSR being unmanageable. The cluster of 


responses indicated that restraining the service 
member, making him shape up, and treating him 
away from the battlefield were considered most 
appropriate choices. Again, consistent with the per¬ 
ceived untreatability of a CSR, the medics felt that at 
least 1 week, and in a sizable minority 1 month, was 
needed for successful treatment. 

The commanders were more likely to appreciate 
the factors that contributed to the CSR rate. There 
was, however, a wide range of responses to the 
appearance of the CSR. The predominant view, 
however, was still one of an agitated, jumpy, wild 
individual. The commanders' main treatment op¬ 
tions were to evacuate the service members. The 
selected evacuation to mental health specialists 
or a hospital could suggest either a desire to 
eliminate from their ranks the CSR or the 
commander's philosophy of using his combat 
service support elements. 

The commanders were even more pessimistic 
regarding successful treatment. Forty-four percent 
of commanders indicated that a 1-month treatment 
program would be needed before a CSR could re¬ 
turn to duty. 

The medics' posttest was designed to measure 
the shift, from baseline, of acquired knowledge. In 
every tested area, the posttest medics demonstrated 
that the responses concerning etiology, diagnosis, 
and treatment were more appropriate. This knowl¬ 
edge taken into combat could favorably alter an 
otherwise unrestricted flow of CSRs out of combat 
units. As a result of this training program, emo¬ 
tional first aid would more likely be rendered in or 
near a service member's unit. 

Fifteen months after training, the medics could 
still identify appropriate precipitating factors, length 
of treatment needed, and, most important, proper 
treatment interventions. A loss of knowledge was 
noted only in certain diagnostic areas. A minority of 
retested respondents returned to a view of the CSR 
as a crazy, wild individual. 

The training program had a positive effect on the 
identification and treatment of the CSR. This was 
maintained in the 15-month retest. By implication, 
such training will lead to better battlefield care. The 
training program should be followed up by 
sustainment training, including the presence of di¬ 
vision mental health personnel (and supporting 
combat stress control unit teams) in field training 
exercises. This is especially important at the high 
stress exercises conducted at the National Training 
Center, Joint Readiness Training Center, and Com¬ 
bat Maneuver Training Center. 
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SUMMARY 


The uncorrected myths and biases surrounding 
the CSR are not consistent with either good medical 
care or good leadership. As this study demonstrates, 
such myths and biases are prevalent. This study 
also concludes that effective training can have a 
definite impact. A well-briefed cadre of medics and 
commanders can only add to the readiness posture 
of the military. 


All medical personnel in the military should at¬ 
tend a concentrated combat psychiatry training pro¬ 
gram. Commanders should attend a shorter, yet 
intensive, program. The issues in each program will 
be tailored to reflect the differing needs of the two 
groups. The goal of both training programs, how¬ 
ever, should be the same—the preservation of man¬ 
power. 
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INTRODUCTION 


Experiences from World War I onward have re¬ 
sulted in the identification of a wide range of psy¬ 
chiatric problems among soldiers in combat and in 
near-combat situations. In this chapter, I will dis¬ 
cuss the applicability of principles derived from the 
treatment of combat-involved psychiatric casual¬ 
ties to psychiatric casualties that arise in peacetime 
situations. 

The first psychiatric problems described 1 were 
anxiety-depressive, conversion, and dissociative 
types of psychiatric casualties in combat troops. 
These disorders, which range from simple fear to 
severe anxiety and depression, represent continu¬ 
ing problems. In high-intensity combat, another 
group of ineffective personnel will consist of sol¬ 
diers exposed to sustained sleep loss, high-volume 
and high-intensity sound trauma, prolonged auto¬ 
nomic discharge, and other vicissitudes of unremit¬ 
ting combat. The U.S. Army Medical Department 
must also prepare for comparable casualties from 
toxic warfare agents and agents used to counter 
them. Another large group of ineffective soldiers 
are often found in support roles. These rear- 
echelon casualties with disorders, including 
sexual problems, alcohol and drug abuse, and 
antisocial acts, became the largest percentage of 
all U.S. casualties in the closing years of the 
Vietnam conflict. 2 

Study of psychiatric casualties reported in mass 
casualty incidents and in the Arab-Israeli wars 3 and 


the nature of modern warfare present the reason¬ 
able expectation that in addition to the above casu¬ 
alties, there will be casualties similar to those in 
disasters ("disaster fatigue"): temporarily dazed, 
immobilized responses in as many as one-half to 
two-thirds of unprepared soldiers and some hyper¬ 
active, panicky responses. 

In wars as different in setting and culture as those 
of World War I and World War II, 1 ' 4-6 the Korean 
conflict, 7-9 the Nigerian Civil War, 10 and the Arab- 
Israeli wars, 11,12 application of the principles of com¬ 
bat psychiatry, 13 usually described as "forward treat¬ 
ment," has minimized numbers and morbidity of 
psychiatric casualties while failure to treat has been 
uniformly deleterious. 14 

This chapter will describe how the principles of 
combat psychiatry developed during World War I 
and rediscovered during World War II were ap¬ 
plied to noncombat settings toward the end of and 
during the decades following World War II. It will 
also address the applicability of these principles in 
treating certain civilian patients, including acute 
stress-induced conditions. These principles can also 
be utilized in the treatment of psychological burn¬ 
out syndrome from inadequate social support as 
described in chapter 3 of this volume. Interventions 
utilizing these principles in disasters, terrorism, 
and hostage situations and refugee situations are 
also described in chapters 14 through 17 of this 
volume. 


MILITARY VS CIVILIAN PSYCHIATRIC PRACTICES 


The military approach to psychiatric casualties is 
quite different (for good reasons) from that of tradi¬ 
tional office-based psychiatric practice; however, it 
may be quite similar to some community programs 
that are founded on principles independently dis¬ 
covered in military and civilian settings. The basic 
understanding of pathology, treatment practices, 
and theoretical considerations are the same in civil¬ 
ian and military practice. It is in application that the 
variance may be greatest. 

Some of the reasons for the differences are based 
on the population involved. The military popula¬ 
tion is a healthy one. Chronic and debilitating dis¬ 
eases have been eliminated to a considerable degree 


by selection and disposition of those who are se¬ 
verely unhealthy both mentally and physically. The 
population also is relatively young and still pre¬ 
dominantly male. A moderate degree of intelli¬ 
gence is assured, and outside of combat, the mili¬ 
tary culture supports good health. However, 
probably the most important reason for differences 
is that psychiatry in the military setting functions in 
terms of the needs of the service; that is, military 
psychiatry is unique because the mission of the 
military is unique. 15 

The military community devolves from the mili¬ 
tary mission. Unlike the army before World War II, 
the new military is largely married with children. 16 
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This is to ensure the presence and morale of the 
soldier, that is, an enhanced recruitment device. 
The military family community tends to take on 
many aspects of the military organization. There is 
usually a formal and / or informal hierarchical struc¬ 
ture. Residential communities are represented, 
sometimes with an elected "mayor," to pursue their 
complaints or interests. Wives' clubs often organize 
around issues of interest to them and can be quite 
influential, obtaining day care services for children, 
for example. 

The Combat Psychiatric Casualty 

The combat psychiatric casualty is a soldier whose 
instincts of self-preservation (or fears of death and 
being maimed) have temporarily overcome his loy¬ 
alties to his fellow soldiers and his military mission. 
At first blush, this conflict between the need to save 
his life and the need to save his place in his group 
would seem most unequal. The presence of poor 
group leadership, the presence of physiological 
impairment from fatigue, hunger, and thirst, and 
the presence of personal stress in the soldier (for 
example, from family concerns) are all known to 
swing the balance toward becoming a casualty. The 
forces that bind a soldier to his unit, however, are by 
no means insignificant. Crane 17 was aware of the 
sustaining power of unit cohesion: 

There was a consciousness always of the presence of 
his comrades about him. He felt the subtle battle 
brotherhood, more potent even than the cause for 
which they were fighting. It was a mysterious fra¬ 
ternity born of the smoke and danger of death. 17(p31) 

Marshall, 18 after observing the 1956 Arab-Israeli 
War, put it more bluntly: 

When fire sweeps the field, be it in Sinai, Pork Chop 
Hill or along the Normandy Coast, nothing keeps a 
man from running except a sense of honor, of bound 
obligation to people right around him, of showing 
fear in their sight which might eternally disgrace 
him. 18(p304) 

The soldier who has succumbed to the forces 
to depart the battle will begin to develop severe 
guilt feelings and loss of self-esteem for having 
abandoned his buddies. Psychiatric symptoms 
develop defensively to salvage self-esteem and 
to assuage guilt. They present an honorable 
method of escaping combat. Unless interrupted. 


they will consolidate and increase because at 
some level the soldier is all too aware of his 
defection from duty. The further the soldier is 
from return to his unit, the stronger the symp¬ 
toms become as he must more strongly justify his 
defection. 

The Civilian Psychiatric Casualty 

Obviously, it will be rare that the civilian psy¬ 
chiatric casualty has been exposed to the kind of 
conflict experienced by a combat soldier. Ex¬ 
amples of persons exposed to hazardous occupa¬ 
tions do come to mind—police, firefighters, and 
pilots—but these do not involve legal or psycho¬ 
logical stigmas as with soldiers if they quit their 
jobs. 

The better analogy is the marriage partner, 
teacher, therapist (as in professional burnout syn¬ 
drome), parent, supervisor, or other person who 
has responsibilities to a group or another person 
and who becomes demoralized in discharging those 
responsibilities. Many such persons will be given 
labels such as adjustment reaction or depression or 
anxiety neurosis depending on presenting symp¬ 
toms and therapeutic school. The principles de¬ 
rived from combat psychiatry are less effective than 
medications for "organic" mental illnesses such as 
schizophrenia and biological depressions but are 
important in treating conditions emanating prima¬ 
rily from psychological antecedents, usually gener¬ 
ated by crisis situations. These principles, however, 
can be usefully applied adjunctively, even in treat¬ 
ing organic conditions, particularly in terms of so¬ 
cial support. 

The similarity between military and civilian 
psychiatric casualties lies in the acceptance of a 
medical label as the solution to one's problems of 
living and one's inability to cope with them. This 
is not limited to psychiatric patients; in fact, it 
may be more common in other conditions; low 
back syndrome, headaches, irritable bowel syn¬ 
drome, and others come to mind as ailments 
prone to result from one's efforts to escape from 
the daily fray of work and family. Such physical 
conditions do not carry the psychiatric stigma, 
making them even more desirable as avenues of 
escape. As will become clear, such persons are 
not usually malingering or consciously ineffec¬ 
tive. Rather, for them the short-term rewards of 
the invalid or medical label outweigh the long¬ 
term rewards of mastery of their life situations. 
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PRINCIPLES OF PSYCHIATRIC TREATMENT 


The basic principles of forward treatment in¬ 
volve treating the combat psychiatric casualty in a 
safe place as close to the battle scene as possible; as 
soon as possible; with simple treatment such as rest, 
food, and, if available, a warm shower; and most 
important, with an explicit statement that he is not 
ill and is expected to return to work with his com¬ 


rades. The fifth principle of centrality was found to 
be important in the Vietnam conflict. 2 By centrality is 
meant the provision of sending all out-of-combat zone 
evacuations through a central screening center so that 
skilled personnel can prevent inappropriate evacua¬ 
tions. These principles are tailored to optimizing the 
return to duty of psychiatric combat casualties. 


DEVELOPMENT OF COMMUNITY PSYCHIATRIC SERVICES 


The development of community psychiatric ser¬ 
vices grew from a confluence of approaches in civil¬ 
ian settings with periodic injections of military ex¬ 
perience. The late 19th century psychoanalytic 
writings of Freud, 19 ' 20 emphasizing infantile sexual¬ 
ity, aggression, and trauma, logically called for 
evaluation of early childhood experiences in the 
genesis of adult psychopathology. Freud's disaf¬ 
fected follower, Adler, rejected the emphasis on 
childhood sexuality and emphasized family inter¬ 
actions in personality development. In Vienna in 
1919, Adler founded the first child guidance clinic. 21 

A Viennese school teacher, Aichorn, worked with 
delinquent children and established two reforma¬ 
tories, the first in 1918 and the second in 1920. 
Aware of his work, Anna Freud persuaded him to 
undergo psychoanalysis to assist his understand¬ 
ing of why his highly successful programs worked. 
After completing psychoanalysis, Aichorn pub¬ 
lished Wayward Youth in 1925 in Europe and in 1935 
in the United States. 22 Basically, he described a 
therapeutic community led by a warm, loving, fa¬ 
ther figure with whom the adolescents could iden¬ 
tify. 21 Residential treatment facilities such as Boy's 
Town and Boy's Ranch have incorporated this model 
of firm discipline combined with warm acceptance 
of youth in a setting maximizing individual respon¬ 
sibility and autonomy. 23 

In the United States, Meyer 24 was teaching a 
holistic approach to the psychiatric patient that he 
termed psychobiology. In 1902, Meyer married Mary 
Potter Brooks, who became highly interested in his 
work. In 1904, she began visiting the families of his 
patients to learn about their backgrounds, thus be¬ 
coming the first American social worker. 21 Com¬ 
menting on his wife's work, Meyer stated, "We thus 
obtained help in a broader social understanding of 
our problem and a reaching out to the sources of 
sickness, the family and the community." 24(p22) In 
1927, Meyer was elected president of the American 


Psychiatric Association, and during the first third 
of the 20th century, he was considered the dean of 
American psychiatrists. He taught that people fell 
ill because of faulty reaction patterns that could be 
treated by reeducation and social therapies. 21 His 
students were the chiefs of most of the important 
American psychiatric training programs and state 
hospitals from the 1920s to the 1940s. 

In 1907, Meyer met Beers, a graduate of Yale 
University who had suffered several severe psy¬ 
chotic episodes and received treatment that could 
only be called atrocious although life-saving. Beers 
later described his experiences in The Mind That 
Found Itself (1908) 25 which was highly influential in 
stimulating reform of mental institutions. Beers es¬ 
tablished the National Committee for Mental Hy¬ 
giene in Connecticut in 1908. Among the 12 found¬ 
ing members were Meyer and William James. In 
1912, Salmon was appointed director. By 1919, the 
International Committee for Mental Hygiene had 
been formed. 21 

When World War I broke out in Europe, Salmon 
was commissioned to go to France and Britain to 
learn what they were doing to treat psychiatric 
casualties of combat. Salmon's report, which be¬ 
came the primer for American psychiatrists when 
the United States entered the war, was published by 
the National Committee for Mental Hygiene. 4 
Salmon was appointed chief psychiatrist for the 
American Expeditionary Forces. 1 Psychiatrists re¬ 
turning from World War I brought with them an 
understanding of Salmon's principles for treatment 
of acute, stress-induced malfunction; however, the 
psychoanalytic approach involving lengthy analy¬ 
sis was gaining prominence, and these insights were 
lost. 26 As in psychoanalytic theory, Salmon con¬ 
ceived a combat stress casualty as suffering from a 
mental conflict between the instinct for self-preser¬ 
vation (Freud's id) and the demands of military 
conformity (Freud's superego); however, rather than 
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analysis of childhood antecedents, Salmon proposed 
simple, direct interventions. 

In 1909, Healy was commissioned by a Chicago 
philanthropist, Dummer, to study the work on the 
causes and prevention of delinquency. Healy found 
only two clinics that were even giving children 
psychological testing, much less organized pro¬ 
grams. Dummer then underwrote a research clinic, 
the Juvenile Psychopathic Institute, founded in 1909, 
under Healy's direction. After a 6-year study, in 
1915, Healy 27 published The Individual Delinquent: A 
Textbook of Diagnosis and Prognosis, an expose of the 
social and economic roots of delinquency that dis¬ 
counted the prevalent theories of defective mental¬ 
ity or genes, that is, degeneracy. 

In 1912, the Boston Psychopathic Hospital was 
organized under Southard, who with Janett, intro¬ 
duced the psychiatric social worker into the child 
guidance team. In 1922, the National Committee for 
Mental Hygiene inaugurated a 5-year program for 
fellowships at child guidance centers, and in 1924, 
the American Orthopsychiatric Association was 
established to bring together disciplines in child 
guidance programs. 21 Child guidance centers were 
the forerunners of community mental health cen¬ 
ters. By 1946, there were 285 psychiatric clinics 
exclusively for children in the United States, and 
another 350 served children and adults. 28 

While progress was being made in establishing 
child guidance clinics in the community, military 
psychiatry after World War I languished with 
minimal resources and no organized community 
programs. After World War II broke out in Europe 
and as the possibility of U.S. involvement increased, 
psychiatrists were recruited to screen out soldiers 
who might break down in combat, a program that 
was a dismal failure. 29 The community mental health 
approach in the military did not begin until the 
United States became involved in the war. 

Community Mental Health in the U.S. Army 

Halloran and Farrell 30 and Cohen 31 established 
mental hygiene consultation programs at replace¬ 
ment and training centers within the first years of 
U.S. entry into World War II. Initially, these pro¬ 
grams furnished a kind of orientation and "pep 
talk" for soldiers being sent overseas. Later as the 
success in decreasing psychiatric casualties through 
such strengthening of morale became recognized, 
they spread to other settings and, by the end of the 
war, were an integral part of the mental health 
program of the U.S. Army. During the war, 35 


mental hygiene consultation services (MHCSs) were 
established and, by the end of the war, many were 
practicing preventive psychiatry based on military 
experiences. 32 

With the end of World War II, the pioneer MHCS 
efforts were rapidly reduced, and by 1949, there 
were only two MHCS units left on army posts. After 
the outbreak of the Korean conflict in 1950, the 
MHCS concept was rapidly revived and imple¬ 
mented, with these services being established at all 
major posts. 33 The MHCS was described in Army 
Regulation 40-216, Neuropsychiatry and Mental 
Health, in 1958. By the mid-1960s, the army had 40 
MHCS units. 34 Today, these facilities are called com¬ 
munity mental health services (CMHS) or activities 
(CMHA), and almost every significant army post 
has one. 

Bushard 15 chronicled the empirical development 
of army community psychiatric services during the 
decade following the Korean conflict. Cold War 
tensions had resulted in the continued need for 
drafted soldiers, many of whom preferred to be 
civilians. The early psychiatric services were little 
other than struggling outpatient clinics that were 
totally overwhelmed by the problems presented to 
them of large numbers of disaffected troops. Apply¬ 
ing the usual psychiatric treatment techniques grow¬ 
ing out of psychoanalytic theory in this situation 
produced results that were frequently discourag¬ 
ing. The usual conclusion was that in view of the 
disparity between large referral load and limited 
psychotherapeutic talent available, little could be 
offered. Considering the large caseload and the 
brief period of the patient's stay on post, traditional 
psychotherapy was not feasible. Dire predictions 
about the future of individuals examined were fre¬ 
quently offered. 

After several years, a review of the situation by 
Bushard 15 led to several consistent observations: 

• Extensive and intensive work-ups did not 
really contribute a great deal of helpful 
information. As far as the therapeutic re¬ 
sult was concerned, frequently, a brief in¬ 
terview would have been as valuable as the 
thorough study conducted. 

• Psychiatric and psychological data did not 
reliably predict future performance. Al¬ 
though indepth examinations frequently 
revealed highly disturbed and distressed 
individuals, prognostications based on 
these findings were not a reliable basis for 
predicting either actual job performance or 
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the future of the symptomatology. Infor¬ 
mation derived from actual observation of 
the patient at work and study of the actual 
nature of, rather than his verbalizations 
about, his relations with others were a far 
more valid basis for predicting the out¬ 
come of his problem. Army mental health 
professionals tended to over emphasize 
pathology and over predict failure. 35 It was 
observed that persons with more serious 
psychiatric disease, such as schizophrenia, 
frequently continued to function in the field 
without coming to psychiatric attention. 

• The immediate determinants of the psy¬ 
chological reaction were usually clearly 
evident. For example, a soldier got a "Dear 
John" letter from his girlfriend and cut his 
wrist. 

• The disability would be described by the 
soldier as of a more global nature than one 
ordinarily encounters. The number of things 
the patient "could not do" seemed to per¬ 
vade a wider segment of his function than 
one was accustomed to find in other prac¬ 
tice. Anxiety, anger, and other affective re¬ 
sponses appeared to be related more clearly 
to the problems involved in mastery of the 
immediate situation than to infantile and 
oedipal experiences. There was an almost 
universal and nearly magical conviction 
that escape from the reality of the situation 
was the answer. Rarely did one encounter 
the attitude that success or mastery was the 
desired endpoint, as it might be, for ex¬ 
ample, in marriage, career, and parenthood. 
It was not seen as an important aspect of 
growing up. 

• There was a predominant use of the mecha¬ 
nism of rationalization. A patient might 
explain his discomfort on the basis of intol¬ 
erance of military profanity, on rejection of 
the use of force in human relations, or on 
the basis of concern for sick parents. These 
were usually recognized as transparent de¬ 
vices. In the absence of such rationaliza¬ 
tion, there was frequently a willingness to 
admit to weakness and unpatriotism and 
being simply no good as an explanation for 
giving up. Such persons were influenced 
very little by competitiveness and group 
spirit. 

• Even when it was available, traditional psy¬ 
chotherapy had little impact. The psycho¬ 


therapeutic interpretation, however clever, 
was lost; the urge of the patient toward 
health, if that involved staying in the mili¬ 
tary, was minimal. To address one's efforts 
to the classical psychiatric syndromes was 
simply not feasible and had little value. If 
this were done, the mass of the referral load 
went untreated and the patient would of¬ 
ten be abandoned either to punitive mea¬ 
sures or, conversely, to environmental ma¬ 
nipulation that would tend to produce con¬ 
tinuation of the symptom. 

Concurrence and Commitment 

Eventually a view of the soldier emerged in which 
he is seen as part of an interactional set with his 
environment. The dynamics involved relate not so 
much to oedipal traumas and disturbed biochemis¬ 
try as to disturbed homeostasis in the soldier's 
social ecology. Figure 13-1 shows the stresses that 
tend to precipitate psychiatric casualties and the 
supports that tend to prevent or terminate illness. 
Depending on the balance achieved, one may see 
increased or decreased rates of ineffectiveness as 
measured by absent without leave, venereal dis¬ 
ease, sick call, and disciplinary action rates. 

Bushard used the concepts of concurrence and 
commitment to explain both the soldier's problems 
in adapting and their solution: 

By concurrence we mean that aspect of internal 
psychological operations which looks to the incom¬ 
ing sense data for evidence that one's behavioral 
negotiations with the environment are leading to 
goal achievement, instinctual gratification and suc¬ 
cessful social interaction. 15(p436) 

It is easy to translate this concept into behavioral 
terms involving positive social reinforcement; in 
fact, research projects for treating delinquent sol¬ 
diers used such translation. 35-37 

The soldier would seek concurrence as he looked 
for the support of his chaplain, his inspector gen¬ 
eral, his family, his legislators, or anyone else who 
might agree that the proper solution of his discom¬ 
fort was a specific change such as return to his 
home. Seeking support from more official sources, 
he had usually either abandoned his immediate 
colleagues or failed to obtain a comfort-giving con¬ 
currence from them. 

If the soldier did allow himself to see his sameness 
with those about him as opposed to his difference, 
he would begin to sense a diminution in anxiety 
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level, an increased capacity to function, and a wan¬ 
ing of his conception that he could not succeed and 
that escape was essential. He might continue to 
have his problems, but functionally, he was ap¬ 
proaching a level of mastery. 

In the concept of commitment, Bushard attempted 
to describe 

that emotional and behavioral set by which the 
individual addresses himself to the mastery of the 
problem at hand. It involves his maintaining his 
attention to it at an intensity that results in the 
mobilization of his physical and psychological re¬ 
sources in the direction of achieving this goal as 
opposed to or differentiated from others. 15(p437) 

The inductee who had failed to make provision 
for the needs of his dependents and who did not 
find some source of pleasure and relaxation within 
the military had little likelihood to succeed. Failing 
to commit himself through a realistic appraisal of 
the situation, he became distracted, worried, and 
preoccupied or found life so dull that in no way 
could he conceive of success in any undertaking. 


Life is full of examples of lack of commitment. It 
is absent in the student who watches television 
rather than doing homework, in the worker who 
does not get enough sleep, and in the adolescent 
who quits school altogether. Failure of commitment 
in other situations such as work, schools, and fam¬ 
ily responsibilities is a frequent finding in people 
who fail to commit themselves to military service as 
an accepted responsibility. 

Commitment and Concurrence Example: Burnout 
Syndrome 

Psychological burnout syndrome frequently af¬ 
flicts persons who are exposed to repeated or con¬ 
tinuous psychological stress. This includes occupa¬ 
tions such as teachers, police, fire fighters, air traffic 
controllers, nurses, and mental health workers 
among others. 38-42 While time away from the job 
(reminiscent of the rest from combat utilized in the 
Vietnam conflict) 2 may be helpful, real prevention 
requires intervention at the small group level. The 
potentially afflicted person must feel the concur- 


Figure 13-1 
35p x 22p 



Fig. 13-1. Factors in mental disorders in the military. This figure demonstrates the stresses that tend to precipitate 
psychiatric casualties in the military and the supports that tend to prevent or terminate illness. Depending on the 
balance achieved, one may see increased or decreased rates of ineffectiveness as measured by absent without leave 
(AWOL), venereal disease, sick call, and disciplinary action rates. 
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rence of his support group. This social reinforce¬ 
ment toward mastery of efforts will then strengthen 
his commitment to the job and create further social 
reinforcement. When effective, this interaction 
should increase productivity and group morale. 
Group discussions and exercise, recreation, and 
eating meals together can be effective tools in pro¬ 
ducing a sense of group belonging and cohesion. 

The Japanese management system employing 
group decisions even involving the lowest manual 
worker has elements of concurrence and commit¬ 
ment. It is, thus, not surprising that psychological 
burnout, even among those engaged in repetitive, 
boring tasks, is relatively rare. 43-45 

Applicability of Principles to Noncombat 
Settings 

The practice of military psychiatry in combat and 
garrison settings can be shown to have a number of 
similarities, particularly when one is handling acute 
adjustment disorders. These practices can be seen 
to include various elements of the centrality, prox¬ 
imity and immediacy, simplicity, and expectancy 
elements of treating combat psychiatric casualties. 
These elements will be discussed separately. 

Centrality 

Centrality is an important aspect not only of 
battlefield psychiatry but also of preventive psy¬ 
chiatry. In the combat setting, it refers to having a 
casualty evaluated before departure from the com¬ 
bat zone, but in a noncombat setting, it is better seen 
as an aspect of what Glass 46 has referred to as re¬ 
lated echelon psychiatry. Related echelon psychia¬ 
try is traced back to Salmon's 4 provision of a first 
echelon division psychiatrist supported by a sec¬ 
ond echelon small (150 bed) neurological hospital 
and third echelon special base hospital. The compa¬ 
rability with a community mental health center and 
the hospital to which it refers patients should be 
obvious. The two must closely coordinate their ef¬ 
forts to ensure that the patient is not lost to follow¬ 
up care. A further refinement increasingly found in 
mental health settings is the provision of partial 
hospitalization or interposition of an echelon be¬ 
tween outpatient and inpatient status. 

Proximity and Immediacy 

In initially treating the disaffected soldier, it is as 
important to know what his unit is, who is his 


commander, and how long he has been in the ser¬ 
vice as to know who he is, where he came from, and 
what his specific symptoms are. This kind of infor¬ 
mation can only be obtained by an intense familiar¬ 
ity with the supported community. Hospitalization 
is avoided if at all possible, and attempts are made 
to prevent the patient from being taken for any 
significant period from actual, if impaired, partici¬ 
pation in his work. He is seen immediately on the 
day of referral; delay tends to consolidate the prob¬ 
lem. Physical separation of the patient from the 
scene of his difficulties will cause him to indulge in 
the hope of not having to return, which usually 
increases his symptom in a manner making return 
to work less possible with the increasing distance in 
time or space between him and his group (loss of 
immediacy and proximity). 

Simplicity 

This crisis-generated patient seldom requires 
more than simple supportive psychotherapy. This 
psychotherapy usually involves some degree of 
catharsis and a great deal of clarification. Other 
significant members may be brought in for consul¬ 
tation if they are supervisors or for additional sup¬ 
port if they are peers or relatives. 

Expectancy 

These maneuvers alone will begin to create the 
expectancy that the patient will continue perform¬ 
ing; however, other procedures will enhance this 
expectancy. The soldier is kept in uniform, a part of 
his healthy identity. Interviewing is restricted to 
the situation. Lengthy inquiries into childhood vi¬ 
cissitudes moves the emphasis from the present 
that can be overcome or influenced, to the distant 
past that cannot. Most efforts are directed at keep¬ 
ing the patient in the fray where his own innate 
adaptive talent may come to his aid. This talent is 
indicated more nonverbally by returning him rap¬ 
idly to work than in any verbal manner. Psychiatric 
labels are avoided if possible. If a diagnosis must be 
made, it is kept bland (adjustment disorder, for 
example) to keep the patient from being treated as, 
and learning to respond as, a patient rather than a 
person. Follow-up is of extreme importance and 
should be at the working level rather than at the 
clinic. Here it is possible to assess the manner of the 
patient's effort, the degree of his success, and the 
limitations that are insuperable. By one's working 
with the supervisor, work restrictions or other 
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changes may be recommended and job limitations 
implemented. Medication is usually not indicated 
and gives the wrong message if given electively. 

When adaptation to the work or social unit is 
impossible, the therapist may recommend changes. 
This recommendation is seen as a therapeutic envi¬ 
ronmental manipulation and should be under cir¬ 
cumstances and by means that encourage the least 
possible persistence of chronic symptomatology, 
yet does not encourage others to follow suit. All of 
this approach is directed at resolving anxiety 
through implementing the patient's use of his own 
skills, the treating of anxiety as a normal phenom¬ 
enon rather than as a pathological one, and the 
dealing with it in such a way as to imply that success 
is possible. 

This approach appears to meet Caplan and 
Caplan's definition of community psychiatry: 

Community psychiatry denotes the body of knowl¬ 
edge, theories, methods, and skills in research and 
service required by psychiatrists who participate in 
organized community programs for the promotion 
of mental health and the prevention, treatment and 
rehabilitation of the mental disorders in a popula¬ 
tion. It supplements the clinical knowledge and skills 
which equip the psychiatrist to diagnose and treat 
his individual patients. 47<pl499) 

Current Situation 

The military currently has a CMHS at most sig¬ 
nificant military posts and division psychiatrists 
assigned to almost all combat-ready divisions. A 


regimental system assigns physicians, including 
psychiatrists, to specific field units in the event of 
deployment. Unfortunately, there may be little con¬ 
tact with the field unit until deployment. 48,49 

The mental hygiene consultation model has 
proved quite successful. In 1951, just before the 
wide-scale use of these methods, the rate of ad¬ 
missions for all psychiatric disease was 24 per 
1,000 troops per year. By 1965 and roughly since, 
the rate dropped to 5 per 1,000 troops per year. 
The number of outpatient visits in 1951 was 107 
per 1,000 per year and, in 1965, 305 per 1,000 per 

year . 33 - 50 

In civilian settings, crisis intervention walk-in 
centers are prevalent in decentralized, community 
settings (immediacy and proximity). There is an 
emphasis on current environmental factors to assist 
the patient in coping with work and home (expect¬ 
ancy), and remote childhood dynamics are usually 
deemphasized (simplicity). 47 Many state hospital 
programs require entrance via community mental 
health clinics and maintain close liaison with them 
(centrality). 34 Many businesses have employee as¬ 
sistance programs. The Department of Veterans 
Affairs eventually established store-front Vietnam 
Vet Centers to provide a community-based, 
nonhospital setting for helping veterans with post- 
traumatic stress disorders and other problems of 
adjustment. Recently, "Vietnam" was removed from 
the title because the centers were authorized to 
assist veterans of Operations Urgent Fury (Grenada), 
Just Cause (Panama), and Desert Storm (Persian 
Gulf). 


SUMMARY AND CONCLUSION 


The concept of community psychiatry has under¬ 
gone a slow evolution during the past 100 years. 
Major contributions to the movement came from 
the child guidance programs and psychiatric expe¬ 
riences in the two world wars. The major drawback 
to this approach has been the failure to allocate 
adequate financial resources despite the general 
recognition that keeping the individual as a pro¬ 
ductive community member is far less expensive 
than maintaining him in a state hospital. The mili¬ 
tary has continued to exert leadership in this area. 


probably because the soldier is guaranteed free 
access to medical care. Even in the military, how¬ 
ever, the community mental health team has been 
somewhat fragmented by professional jurisdictional 
issues (independent social work, psychology, and 
psychiatry services), resulting in duplication of 
services and failures to refer appropriately. This 
issue is awaiting the efforts of an enlightened 
command to reinstate the integrated community 
mental hygiene services of the decades after 
World War II. 
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INTRODUCTION 


The authors have experienced combat and see a 
relation between the mass casualties and other as¬ 
pects of combat and civilian disasters. 1,2 In addition 
to the various similarities between disasters and 
combat, understanding the dynamics of these situ¬ 
ations and the modes of treatment are of great 
importance to the military psychiatrist. The mili¬ 
tary is generally called in to assist in large-scale 
disasters, as was seen in the destruction and popu¬ 
lation disruption occasioned in Florida and along 
the Gulf Coast by Hurricane Andrew in 1992 and 
the floods in the Midwest in 1993. An attempt to 
develop criteria for military medical interventions 
in the United States and foreign countries sustain¬ 
ing disasters would be helpful. 3 Such a review should 
include not only criteria for intervention but also 
arrays of personnel and equipment for such inter¬ 
ventions. It is, therefore, the intent of this chapter to 
acquaint the military mental health worker and 
physician with these problems and, in doing so, 
to enable him to give appropriate medical and/ 
or psychiatric aid when called to assist in similar 
settings. 

Since World War II, sporadic articles 4-8 have ap¬ 
peared in the psychiatric literature discussing vari¬ 
ous aspects of military psychiatry and disasters. 
Most of these articles were written in the 1950s 
when the fear of future atomic war was at its highest 
and the need for preparation was at least being 
considered. One common conclusion by most of the 
writers was that there existed a lack of knowledge 
in psychiatric circles and that there was the need to 
learn and prepare in time. This is essentially the 
conclusion of this chapter. 

Disaster is a state of massive collective stress 
caused by an external calamity over which neither 
the affected individual nor the society has control. 

Disasters can be grouped into two categories: 

• Natural disasters. Earthquakes, floods, hur¬ 
ricanes, and so forth 

• Manmade disasters. War, fires, accidents, 
(industrial and transportation), and so forth 


Disasters may also be grouped according to the 
onset, as follows: 

• With warning. Floods, hurricanes, and so 
forth 

• Acute, without warning. Fires, accidents, 
and so forth 

• Chronic. War, warlike conditions, drought, 
and so forth 

Disasters can also be subgrouped by their effect 
on property, income, involvement of a whole family 
or only one member, with massive casualties or 
with minimal physical casualties, and so on. 

There is a lack of scientifically based data on the 
effects of disasters on human behavior. The reason 
for this lack stems mainly from lack of experimental 
studies by simulation methods. Experimentation is 
sharply limited by the fact that extreme stress, such 
as in disaster situations, cannot be reproduced in 
controlled, laboratory studies. Systematic studies 
of disaster victims by interviews or by question¬ 
naires have the disadvantage of being performed 
some time after the disaster and thus depend on the 
recollections of the victim. Highest stress levels are 
associated with disasters with sudden, unantici¬ 
pated onsets; disasters in which victims are unfa¬ 
miliar with and unprepared for impact; disasters 
where victims are exposed to life-threatening situ¬ 
ations and / or witness the death of others; disasters 
that impact on a large segment of local populations 
when accompanied by widespread property dam¬ 
age; and disasters that are followed by continued 
threat of recurrence. 9 

There has long been debate on whether to under¬ 
stand the psychological dysfunction that follows a 
disaster as arising from the disruption in the commu¬ 
nity or in the individual. Research in disaster has not 
helped in clarifying this point because the criteria for 
studying psychopathology have been inconsistently 
applied. 10 In fact, it is generally agreed that distress is 
often a normal reaction to abnormal circumstances, 
rather than a manifestation of character pathology. 11 


DISASTER PHASES 


Few field studies have been reported during the 
period of the disaster itself. However, the most 
notable of these was by Tyhurst, 12 from which he 


was able to define a pattern of three overlapping 
phases and describe human behavior in the various 
phases. Glass 7 extended Tyhurst's classification, and 
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in accord with his model, we base our suggestions 
for psychiatric intervention. 

Glass describes the five phases of disaster as 
follows: 

1. Preimpact or threat period 

2. Warning period 

3. Impact period 

4. Recoil period 

5. Postimpact period 

Each of these periods has its specific psychologi¬ 
cal and social phenomena; however, it must be 
remembered that there is an overlapping of phases 
and that not all disasters present five distinct 
periods. 

Preimpact or Threat Period 

The preimpact or threat period is everyday life, 
the time when we discuss the possibilities and 
probabilities of future disaster. At this time, when¬ 
ever we assume that there is a high probability of 
disaster, preplanning and training should com¬ 
mence. Preplanning and appropriate training in a 
period of calm may produce, however, higher lev¬ 
els of tension and worry in society. Individuals tend 
to overcome anxiety in this situation by the mecha¬ 
nisms of denial: "it cannot happen to me"; and 
fatalism: if disaster occurs, no preplanning will 
change the outcome. 

These attitudes cause apathy and disinterest to¬ 
ward the problem and, in the majority of cases, 
prevent defined planning; in addition, in some cases, 
plans are kept secret and, in the event of disaster, 
remain secret. 

It can be argued that discussion of disasters causes 
increased anxiety in individuals. This is true but 
only in the minority of cases, and this anxiety can be 
overcome by proper explanation and realistic atti¬ 
tudes. In communities that have previous experi¬ 
ence with disaster, attitudes toward preplanning 
differ. Feelings of denial and fatalism can change to 
overreaction, especially shortly after a disaster. 

The tasks of mental health workers in the 
preimpact stage include becoming part of the plan¬ 
ning team. Mental health workers can assist the 
team by presenting information on the psychologi¬ 
cal phenomena during disasters and methods to 
minimize undesirable reactions. In addition, by 
educating the planners about attitudes of denial, 
fatalism, and increased anxiety as normal behavior 
patterns in the preimpact period, they can encour¬ 
age appropriate preventive measures. 


Preplanning and training cannot stop an earth¬ 
quake or hurricane, but they are definitely the best 
methods of preventing ineffective behavior in times 
of disaster and thus in assisting survival of the 
victims of such disasters. 

Warning Period 

The warning period is the period when disaster is 
imminent. The period may be minimal, a question 
of minutes or usually hours and, in unusual cases, 
days. 

There has been much controversy in scientific 
literature 10,11 on the need to inform potential victims 
about impending disaster. This controversy is basi¬ 
cally due to a misunderstanding of human behav¬ 
iors. Some writers 10,11 believed that mispresented 
information could cause panic-like behavior and so 
aggravate the already extremely stressful situation. 

Panic can be defined as an acute fear reaction 
marked by loss of self-control—uncontrolled physi¬ 
cal flight or nonrational and nonsocial behavior. 
Panic occurs most commonly when an individual or 
a group has the feeling that it will quickly become 
too late to escape the impending threat and a feeling 
of entrapment occurs. The most common disasters 
in which panic occurs are in fires or similar situa¬ 
tions when the route of escape is threatened. Flight 
is always directed toward a believed way of escape. 
When no escape route exists, panic does not occur. 
Strange as it may seem, panic, which prepares the 
body for maximal effort, can be in some cases the 
most effective way of escape for the individual. 13 

There is a tendency toward overemphasis of panic 
in the literature on disaster. 10,11 This reaction is 
relatively uncommon compared with other modes 
of behavior seen in disasters. It must be remem¬ 
bered that panic only occurs when threat to life is 
real and not before the disaster happens. 

The current informed consensus 10,11 is that when 
disaster is imminent, accurate and clear informa¬ 
tion should be communicated to the probable par¬ 
ticipants. Information should be given in simple 
understandable language and should be repeated 
at regular intervals. When given an accurate pic¬ 
ture, as bad as it may be, the individual can prepare 
for the oncoming event. Adverse reactions to such 
warnings are rare, and the common belief that they 
will occur is unfounded. 10,11 

Behavior patterns during this period are usually 
overactivity, denial, and fatalism, all of which are 
noneffective although some persons perform effec¬ 
tively by concentrating on protective action. Some 
potentially useful actions, such as stockpiling food. 
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gasoline, and other emergency supplies, can be 
carried to the extreme of selfish hoarding. This 
activity is one of the important behavior patterns 
that effective mental health and stress control inter¬ 
vention can help individuals and leadership modu¬ 
late to keep in the communally adaptive range. 

The effect of preplanning and training in such 
periods is obvious, with the majority of participants 
performing effectively. Previous experience of di¬ 
sasters by individuals allows them to participate in 
taking effective precautionary action. 

The duration of this period can last days in ex¬ 
treme cases. There is no disruption of social struc¬ 
ture, families tend to stay closely together, and 
there can be some group forming among individu¬ 
als involved in the imminent danger. 

Psychiatric assistance in this stage may seem 
impractical. Often, there will be no time for such 
aid, and the mental health team will have arrived 
after the onset of the disaster. However, military or 
civilian psychiatric and mental health personnel 
who are onsite during the warning period must, of 
course, be concerned with safeguarding their own 
survival as well as with preparing for their 
postdisaster roles. They may also have direct re¬ 
sponsibility for safeguarding and/or evacuating 
psychiatric patients in inpatient and community- 
based programs. Those mental health personnel 
who are consultants to the civil or military leader¬ 
ship must continue to monitor and advise regard¬ 
ing crucial stress control measures, such as infor¬ 
mation dissemination, rumor control, effective staff 
operation, sleep planning, and individual and group 
stress management techniques. 

Mental health and stress control teams that are 
peripheral to the anticipated disaster area may be 
called on to provide disaster relief. These teams 
should monitor the news, review their contingency 
plans, advise their highest headquarters of their 
state of readiness, and place their personnel on a 
higher state of alert. In the U.S. Army, these mental 
health teams include medical combat stress control 
detachments and companies (in the active compo¬ 
nent and the U.S. Army Reserve) and the 
neuropsychiatric wards and consultation services 
of active, U.S. Army Reserve, and National Guard 
combat support, field, and general hospitals. The 
U.S. Navy provides special psychiatric rapid inter¬ 
vention teams (SPRINTs) from its major hospitals 
for deployment to disaster areas. The U.S. Air Force 
could provide similar teams from its 50-bed air 
transportable hospitals. The Veterans Administra¬ 
tion has provided debriefing teams of mental health 


personnel. Mental health and combat stress control 
personnel must always think proactively. They must 
drill at thinking ahead and defining their own con¬ 
tributions and never let themselves lapse into a 
purely reactive or passive mode. 

Impact Period 

The impact period occurs when the threat be¬ 
comes a reality and disaster has struck. Duration of 
impact varies from seconds to hours depending on 
the type of disaster. We usually include in this 
phase the immediate postimpact stage before relief 
and rescue operations begin. Various models of 
psychopathology have been developed to under¬ 
stand the response of individuals to disasters. 
Warheit, 14 in a review of these models, stated that 
stressful events arise from and interact with the 
individual's biological constitution, the individual's 
psychological characteristics, the social structure 
(including interpersonal relationships), the culture, 
and the geophysical environment. 

Psychological phenomena of this period (for 
acute, violent disasters such as earthquakes, torna¬ 
does, explosions, and fires) have been grouped into 
three main categories by Tyhurst 12 as follows: 

1. About 12 to 25 percent of those involved 
present effective behavior even though they 
are somewhat tense and excited. Many in the 
effective group are people who have train¬ 
ing and experience in reacting to emergen¬ 
cies—the police, fire, emergency medical, 
and combat-trained military personnel. 
While not completely protected against dys¬ 
functional stress reactions, these groups are 
able to apply their well-drilled team skills to 
the work that needs to be done. Sound prepa¬ 
ration and training can bring more of the 
general population into this group. 

2. Roughly 60 to 75 percent will be dazed, 
stunned, and bewildered. These individuals 
show lack of emotion, lack of decision, lack 
of activity, and automatic behavior in which 
they continue to apply "normal" habit pat¬ 
terns to the very abnormal situation (such as 
huddling or straightening up one corner of a 
completely destroyed room). This psycho¬ 
logical state has been called the disaster syn¬ 
drome, disaster shock, or disaster fatigue. 5 
These people (like the mildly battle-fatigued 
soldier in combat) can often be "refocused" 
and turned into helpers if the effective per- 
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sonnel take them in hand, give them strong 
reassurance and positive expectations, and 
lead them in simple, group work tasks. 

3. The remaining 10 to 25 percent may present 
highly agitated, uncontrolled behavior char¬ 
acterized by hysterical reactions, severe affec¬ 
tive disorders, and even psychotic-like states. 
These psychological phenomena can be mis¬ 
interpreted as states of panic. These disrup¬ 
tive cases need to be brought under control 
and calmed for their own safety and to prevent 
the agitated behavior from spreading to the 
larger group of disaster-fatigued people. 

Social structure in this period is disrupted de¬ 
pending, of course, on type of disaster. Emergency 
social systems can be put into effect if such prepara¬ 
tion has been made; if not, the immediate response 
is unorganized. Aid from outside the afflicted com¬ 
munity has not yet arrived. Local leadership may 
begin to emerge in this period. During this phase, 
the family unit is of great importance with most 
people acting to keep this unit intact. 

In this period of disruption of social structure 
and fight for survival, military mental health and 
stress control teams that find themselves fighting 
for life at the center of the disaster must, of course, 
be most concerned with their own survival. They 
should have been prepared by their training to be 
members of the effective group. They should con¬ 
tinue to monitor and advise the effective group on 
stress control measures while assisting with acute 
survival and trauma life support activities. They 
may take primary responsibility for calming and 
shepherding the acutely agitated survivors while 
mentoring the effective group in how to mobilize 
the disaster fatigue group into helpers during the 
crisis. Mental health and combat stress control teams 
outside the life-and-death impact area continue to 
provide consultation, monitor the situation, and 
prepare for their roles in the recoil phase. 

Recoil Period 

The recoil period is the time when the primary 
stress has passed, and rescue teams and volunteers 
begin pouring into the disaster area. During this 
period, the afflicted community must rebuild and 
adjust to a new, although temporary, way of life. 
Secondary stresses, sometimes severe, may occur in 
this phase, depending on the type of disaster, for 
example, severe weather conditions after an earth¬ 
quake. Earthquakes and hurricanes frequently leave 


large populations without shelter, food, or potable 
water and in danger of plagues from inadequate 
hygiene. They may cause disruption of natural gas 
lines with risks of fire and explosions. This period 
lasts until constructive return to the previous 
lifestyle begins; it can last days, weeks, or months 
depending on the type of disaster and on the indi¬ 
vidual himself. 

Age-Specific Reactions 

Mental health workers should be aware that not 
all people will react similarly in the aftermath of 
disaster. In fact, there are age-specific symptoms 
that occur in different age groups, as follows: 15 

• Preschool reactions: Crying, thumb-suck¬ 
ing, loss of bowel or bladder control, fear of 
being left alone, fear of strangers, irritabil¬ 
ity, confusion, and immobility 

• Latency age reactions: Headaches, other 
physical complaints, depression, fears about 
weather, safety, confusion, inability to con¬ 
centrate, poor school performance, fight¬ 
ing, and withdrawal from peers 

• Preadolescent and adolescent reactions: 
Headaches, other physical complaints, de¬ 
pression, confusion, poor school perfor¬ 
mance, aggressive behaviors, withdrawal 
and isolation, and changes in peer group 
and friends 

• Adult reactions: Psychosomatic problems, 
such as ulcers and heart trouble; with¬ 
drawal; suspicion; irritability; anger; loss 
of appetite; sleep problems; and loss of 
interest in everyday activities 

• Senior citizen reactions: Depression, with¬ 
drawal, apathy, agitation, anger, irritabil¬ 
ity, suspicion, disorientation, confusion, 
memory loss, accelerated physical decline, 
and increased somatic complaints 

Behavior patterns noted in adults in this stage are 
as follows: 5 

• The effective type: This group of people 
consists of those who remained effective 
during the impact period and additional 
individuals who have overcome the disas¬ 
ter syndrome. Out of this group, the con¬ 
structive leaders will emerge. 

• The dependent type: This is the large ma¬ 
jority of those afflicted. These are people 
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who in the previous period showed the 
typical disaster syndrome and also some 
who, during the impact, were highly agi¬ 
tated. This behavior is characterized by 
childlike dependency, talkativeness, 
emotional release, and search for safety. 
Some of these individuals also present 
the staring reaction (unresponsiveness 
and staring into the distance). This group 
is highly suggestible. 

• The nonfunctional type: These are people 
who have not overcome the disaster syn¬ 
drome and remain dazed and bewildered 
and those who previously were highly agi¬ 
tated and have not yet calmed down. This 
group consists of the minority of cases al¬ 
though it is these individuals to whom ini¬ 
tial psychiatric first aid should be diverted, 
usually in the form of reassurance, positive 
expectancy, and task assignment. 

Community Reactions 

Perhaps the most useful concept of community 
disaster response was developed by Gist and Stolz 16 
in their description of community adjustment fol¬ 
lowing a major building collapse. They noted that 
community adjustment was enhanced by identify¬ 
ing and augmenting natural helping systems. 
This is in marked contrast to the "waiting model," 
which implies that mental health workers pro¬ 
vide clinic-based treatment on request from self- 
referring patients. 17 

Social patterns in this stage are the result of 
interactions between the afflicted community and 
the official rescue teams. The normal reaction is for 
the involved community to reorganize its social 
structure with outside assistance; although in dev¬ 
astating disasters with massive physical casualties, 
survivors may be incapable of such tasks. There is a 
tendency for survivors to rely on their own re¬ 
sources at this stage. 

There is a marked tendency of group formation 
among survivors at this time. These groups are 
usually unstable and can interfere with rescue op¬ 
erations if not headed by positive and constructive 
leaders. The family remains in this period the most 
stable effective unit. 

Leadership in this phase is a crucial element. As 
noted before, the majority of survivors are extremely 
dependent. Good leadership helps shorten the re¬ 
coil period and assists individuals to return to con¬ 
structive activity. The best leaders are local 


predisaster leaders or leaders emerging from the 
stricken population. Only when the afflicted com¬ 
munity shows no signs of social reorganization and 
leadership should a leader be appointed from out¬ 
side the community. Tierney 18 noted that disaster 
creates a very high demand for a range of activities 
that exceeds the community's normal response ca¬ 
pability. Tierney described four models for adapta¬ 
tion of community structures to meet the needs of 
disaster: 

1. Type 1. Established organizations perform 
the same tasks for which they are respon¬ 
sible during nondisaster times, with basi¬ 
cally the same organizational structure (hos¬ 
pital, electrical or water supply workers, 
waste management, and so on). 

2. Type 2. Expanding organizations are small 
and comparatively inactive during 
nondisaster times but increase during the 
emergency and also become involved in ac¬ 
tivities different from their everyday, 
nondisaster tasks. Military mental health or¬ 
ganizations, the Red Cross, and the Salva¬ 
tion Army are examples. 

3. Type 3. Extending organizations retain their 
predisaster structure but engage in disaster- 
related tasks that are new for those organi¬ 
zations. Examples include community ser¬ 
vice organizations that mobilize to assist 
disaster victims and business enterprises that 
provide needed resources and personnel. 

4. Type 4. Emergent groups comprise private 
citizens who work together in pursuit of 
collective goals relevant to actual or poten¬ 
tial disasters, but whose organization has 
not yet become institutionalized. Emergent 
groups develop in part out of the shared 
belief that there are disaster-related needs 
that are not being met by community re¬ 
sponders. Such groups devise new struc¬ 
tures that address these needs, engaging in 
tasks that are nonroutine for their members. 
An example might be groups pursuing a 
joint lawsuit. 

Highest stress levels are associated with evacua¬ 
tions in which families are separated or in which 
there is a lack of consensus on the decision to evacu¬ 
ate. Emergency shelter stays that are protracted or 
the center of interpersonal conflict, evacuations that 
are poorly managed or expose victims to continuing 
environmental threats, temporary housing that is 
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perceived as dangerous or inadequate, failure to 
establish stable temporary housing, temporary hous¬ 
ing or relocation programs that socially isolate vic¬ 
tims from their old communities and neighbor¬ 
hoods, and exclusion of victims from, or their failure 
to qualify for, formal aid programs are all factors 
that exacerbate stress during the rescue effort. 9 

Application of Principles of Combat Psychiatry 

It is in the recoil period that mental health assis¬ 
tance can be of the most importance. The basic 
principles of combat psychiatry should be applied 
in this situation, and these principles are as follows: 

• Primary emphasis on proactive interven¬ 
tions. Promote positive coping behaviors, 
and prevent stress-induced dysfunction by 
consultation-liaison and education. 

• Brevity. Keep treatment and interventions 
as brief as possible. 

• Immediacy. Treat those in need as soon as 
possible. 

• Centrality. Maintain only one policy of psy¬ 
chiatric treatment. 

• Expectancy. Reassure those in distress that 
their reaction is normal, they will over¬ 
come it, and they will return to their previ¬ 
ous selves. 

• Proximity. Treat those in distress near the 
site of disaster. This principle seems to be as 
important in times of disaster as in combat. 

• Simplicity. Keep treatment as simple as pos¬ 
sible; avoid any attempts at psychotherapy, 
and only in extreme cases, use medications. 

It must be stressed that the most effective treat¬ 
ment, as in combat, is fulfillment of physiological 
needs of food, fluid intake, rest, and clothing. These 
basic needs not only help strengthen the individual 
physically but also psychologically and can assist in 
preventing future psychological suffering. 

The mental health team, being part of the medical 
team, assists initially in treating the seriously physi¬ 
cally wounded, an important reason for including 
psychiatrists and nurses in the team. Stress control 
interventions are provided to the patients, their 
families, and the care givers in a few words concur¬ 
rently with the life- and limb-saving support or 
during brief breaks from the triage activity. 
Nonmedically trained mental health personnel can 
triage the stress casualties who have no physical 
wounds. They can direct other nonmedical helpers 
to remove the stress casualties from the stimuli of 


physical trauma and begin the process of reassur¬ 
ance and replenishment in accordance with the 
principle of immediacy. While all sufficiently trained 
members of the mental health team should give 
priority to assisting with salvage of life and limb, it 
is contrary to doctrine to defer mental health inter¬ 
vention until all the physical casualties can be evalu¬ 
ated. A directive from The Surgeon General, dated 
8 September 1918, pointed out the folly of the divi¬ 
sion surgeon who had set his World War I division 
psychiatrist to sewing up minor wounds while sev¬ 
eral hundred psychiatric (mild war neurosis) casu¬ 
alties flowed past to the rear and were lost to com¬ 
bat duties. Furthermore, if the stress casualties are 
not taken in hand (especially the agitated ones), 
they can burden, disrupt, and even endanger the 
rescue operation. Psychological disturbances are 
quite common among physical casualties of disas¬ 
ters, in contrast to what is seen among wounded 
combat casualties. 

The following guidelines are proposed for men¬ 
tal health workers who are involved in disaster 
management and planning: 2 

• Provide for ongoing mental health services 
in times of crisis at locations that can best 
serve the population effected. Consult with 
disaster relief coordinators to determine 
the best location for services. Involve plan¬ 
ners in decisions like this to empower lead¬ 
ers during loss of control. 

• Practice "aggressively being there." 

• Ensure access to all financial and service 
aid programs. Consult with administra¬ 
tors of these programs to propose locat¬ 
ing services as close to the site of the 
disaster as possible, while assuring abso¬ 
lute safety. 

• Provide ongoing consultation to leaders of 
the disaster relief effort to inform them of 
mental health needs. 

• Keep families and other social units together. 

• Allow for ventilation of fears and frustra¬ 
tions. With children, allow for ventilation 
of fears and frustrations through play. 

• Establish regular communication with ar¬ 
eas outside the disaster area. 

• Ensure that the disaster relief effort con¬ 
centrates on food, clothing, water, sanita¬ 
tion, and shelter as the basic needs of people 
in crisis. 

The following specific interventions during the 
various disaster phases are useful in reducing the 
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amount of stress experienced by both victims and 
disaster relief workers. 19 

• During the preimpact period (alarm) and 
impact period phases, provide workers with 
as much factual information as possible 
about what they will find at the scene. Pro¬ 
vide this information via radio communi¬ 
cations or in a quick briefing as new per¬ 
sonnel arrive at the scene. This forewarn¬ 
ing can help personnel gear up emotionally 
for what they may find. Try to get informa¬ 
tion for workers about the location and 
well-being of their family members. 

• During the recoil and immediate postimpact 
periods, remember that early identification 
and intervention in stress reactions is the 
key in preventing worker burnout. Review 
lists of stress symptoms; remember that 
multiple symptoms in each category indi¬ 
cate that worker effectiveness is diminish¬ 
ing. Use mental health assistance in field 
operations if plans have been made to do 
so. Mental health staff can observe workers 
functioning, can support workers, and can 
give advice to command officers about 
workers, fatigue levels, stress reactions, and 
need for breaks. Check in with workers by 
asking, "How are you doing?" Assess 
whether verbal response and worker's ap¬ 
pearance and level of functioning match; 
that is, workers may say they are doing fine 
but may be exhibiting multiple stress symp¬ 
toms. Try to rotate workers among low- 
stress assignments (such as staging areas), 
moderate-stress assignments, and high- 
stress tasks. Limit workers' time in high- 
stress assignments (such as triage or 
morgue) to approximately 1 hour at a time, 
if at all possible. Provide breaks, rotation to 
less stressful assignments, and personal 
support. Ask workers to take breaks if ef¬ 
fectiveness is diminishing; order them to 
do so if necessary. Point out that the 
worker's ability to function is diminishing 
because of fatigue, and that you need him 
functioning at his full potential to assist 
with the operation. Allow workers to re¬ 
turn to the scene if they rest and their func¬ 
tioning improves. On breaks, try to provide 
workers with bathroom facilities, a place to 
sit or calm down away from the scene, quiet 
time alone, food and beverages, shelter from 


weather, dry clothes, and an opportunity to 
talk about their feelings. Coworkers, chap¬ 
lains, or mental health staff are to assist. 

The main task of the mental health team is in a 
consultative capacity and not in treating individuals 
except in cases of extreme psychological impairment. 
Consultation should be given to the following groups: 

• The medical teams in rescue crews, to assist 
in the diagnosing and treatment of psycho¬ 
logical disorders. 

• The local professionals, physicians, social 
workers, and teachers, in explaining the 
various behavior patterns and how to assist 
in overcoming them. It is also important to 
reassure local professionals and, by doing 
so, reinforce them. To avoid possible mis¬ 
understanding, explain that outside psy¬ 
chiatric aid has no intentions of replacing 
professionals of the afflicted community. 

• Casualties among the rescue teams. Mem¬ 
bers of rescue teams themselves can be un¬ 
der extreme physical and psychological 
stress. Members of the mental health team 
should be aware of the appearance of ab¬ 
normal behavior patterns among these in¬ 
dividuals and advise on the changing of 
crews and rest for the afflicted ones. 

• Psychiatric casualties. These casualties are 
seen in the previously described nonfunc¬ 
tional type of behavior. The highly agitated 
individuals are in need of appropriate se¬ 
dation, while the dazed and bewildered 
need more intensive reassurance and simple 
occupational therapy. It is only with this 
relatively small group that individual treat¬ 
ment should be attempted by the mental 
health team. 

Following the disaster, the following steps are 
important in returning both the victims and the 
mental health workers to a state of normalcy. 19 

• Arrange debriefings for all workers in¬ 
volved in the disaster. 

• If dealing with military personnel, give line 
personnel an opportunity to participate in 
a critique of the event. Often, a critique is 
limited to officers and supervisors, but line 
staff participation can assure that workers 
are recognized for their contributions to 
the operation. In addition, their viewpoints 
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are valid and provide valuable input to¬ 
ward improving operations the next time 
around. 

• The organization can help workers and their 
families to set up meetings to provide them 
with information about the event, as well as 
education about normal stress reactions in 
workers and the potential effects of such 
stress on the family. 

• Formal recognition by the organization of a 
worker's participation in a disaster opera¬ 
tion can mean a great deal. A letter in the 
individual's personnel file or a certificate 
of appreciation for contributions to an un¬ 
usual and important job lets the worker 
know that his participation meant some¬ 
thing. Workers who remained at the of¬ 
fice or station "minding the store" dur¬ 
ing the disaster should also receive rec¬ 
ognition; their contribution was essen¬ 
tial, and leaving them out might precipi¬ 
tate guilt. 

• Managers and supervisors should plan for 
the letdown their staff may experience. Dis¬ 
cuss stress reactions in a staff meeting, and 
emphasize that they do not imply weak¬ 
ness or incompetence; it is similar to being 
wounded in action. 

• If workers' reactions are severe or last longer 
than 6 weeks, encourage them to use pro¬ 
fessional assistance. Again, this does not 
imply weakness; it simply means that the 
event was so traumatic that it had a pro¬ 
found effect on the individual. 


SUMMARY AND 

We have briefly described some psychological 
and social aspects of disaster. Disasters affect com¬ 
munities and individuals as groups; we have mainly 
addressed the effects of disasters on communities, 
and this approach can be somewhat misleading 
because individuals exposed to more severe psy¬ 
chological trauma may sustain long-lasting conse¬ 
quences, such as post-traumatic stress disorder, 
while their cohorts are less affected. Thus, humans 
exposed to trauma respond as individuals as well as 
groups. 

We mentioned the importance of preplanning 
and training in the first two stages of disaster. Even 
though there are no scientific data on this sub- 


Postimpact Period 

The postimpact period is the period of rehabilita¬ 
tion or building a new life. There is no limitation on 
the duration of this period, and it can last for the rest 
of the individual's life. During this period, outside 
assistance has stopped, and the afflicted commu¬ 
nity relies on its own reconstructed social structure. 

In the initial postimpact period, reactions of guilt, 
grief, and depression are predominant, changing 
later to anger and resentment. Anger is commonly 
directed against some authority that can be blamed 
for the cause or outcome of the disaster. It is quite 
common at this time to see cases of scapegoating, 
especially if information is inaccurate. 

Later on, as the disaster becomes part of the past, 
there can be increased physical illness and psycho¬ 
somatic illness among survivors, together with the 
appearance of post-traumatic stress disorders. Some 
writers 914 believe that there is no increase in psychi¬ 
atric morbidity as a result of disaster; this belief is 
apparently true of psychotic ailments but doubtful 
in regard to less extreme pathology. 

The altered social phenomena in a community 
that has experienced disaster are usually seen in 
changed attitudes concerning economic and cul¬ 
tural values. At least in the immediate postimpact 
period, positive group forming is seen with the com¬ 
mon trying experience producing a more tightly knit 
community although the stable family is the greatest 
asset in overcoming the stresses of this period. 

Psychiatric treatment during this phase should 
rely on local professionals. It is important that they 
should be acquainted with the psychological 
sequelae of disasters on the individual. 

CONCLUSION 

ject, it is our strong belief that thought and prepa¬ 
ration are of major importance in all phases of 
disaster. 

Preplanning and training are not just topics of 
importance for individuals and communities but 
are also important for those who are expected to 
assist in times of disaster. Mental health teams do 
not form on the spot; their formation takes time, 
and the time for this is before such disturbances 
occur. 

A mental health team should consist of at least 
five mental health professionals, with a psychiatrist 
heading the team. This number of professionals 
should enable the team to cope with the problems 
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discussed previously. The team is part of the medi¬ 
cal setup with all its members being able to deliver 
physical first aid in case of need. 

In times of mass disruption, rescue systems must 
be kept as simple as possible. It is much easier to 
work with one large medical team with one leader 
than with a number of teams, each in charge of 
different problems. We have stated the need for psy¬ 
chiatric personnel to be capable of administering physi¬ 
cal first aid, but we must also stress the necessity that 
the medical teams have an understanding of the psy¬ 
chological and social phenomena of disaster. 

The mental health team can consist of members 


from all mental health care professions—psychia¬ 
trists, psychologists, psychiatric social workers, and 
psychiatric nurses. We do not believe that there is 
any special composition needed to make up the 
team. But we do believe that the team must be 
composed before the disaster and that it must oper¬ 
ate with one agreed on policy. 

Disasters produce psychological suffering 
among survivors, but with appropriate interven¬ 
tions, some of the later effects of postdisaster 
disturbances can be avoided. It is essential that 
mental health circles become interested in and 
prepared for disaster situations. 
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INTRODUCTION 


The 20th century may be described as the century 
of the uprooted or homeless man. 1 Since the begin¬ 
ning of the century and especially since World War 
II, there have been millions of displaced persons in 
various parts of the world at the same time. As of 
April 1991, there were nearly 15 million refugees 
worldwide, mostly women and children. More than 
2 million are "boat people" escaped from repressive 
regimes or civil war in Southeast Asia, and 1.6 
million of these were resettled in 30 countries since 
1975. 2 The 1991 to 1992 dissolution of Yugoslavia 
and ethnic fighting have added several more mil¬ 
lions to these figures. 3,4 The recent tribal fighting in 
Rwanda has added over 200,000 refugees fleeing to 
neighboring countries. 5 

Much has been written in the scientific litera¬ 
ture 1 on the various aspects of the refugee prob¬ 
lem, but relatively little has appeared in the psy¬ 
chiatric literature until recently. Psychiatrists 
have usually been interested in psychiatric mor¬ 
bidity of the resettled refugees, while only a few 
papers have been devoted to psychiatric phe¬ 
nomena encountered in the initial stages of refu¬ 
gee resettlement. 6 

An area of particular interest for psychiatrists is 
treating the post-traumatic stress disorders that 
refugees may suffer as a result of exposure to mass 
violence and torture. A few studies 7,8,9 have indi¬ 
cated that psychiatric interventions may be helpful 
in reducing depression and anxiety symptoms in 
these refugee populations. 


The military is called to assist when the influx of 
refugees is so great that civilian organizations have 
difficulties in coping with all of the initial prob¬ 
lems. 10,11 Such a state has developed numerous times 
in the United States. In 1975, the large number of 
Vietnam refugees who arrived in California were 
assisted by the navy. 12 In 1979 and 1980, the influx of 
Cubans who arrived in Florida required the army to 
assist in various aspects. 13 In 1992 and 1993, an 
influx of Haitian refugees was threatened and only 
aborted by a navy blockade of Haiti. 14 Naval action 
was also required to stem an influx of refugees from 
China. 15 Most of these recent refugees are seeking to 
better their economic situation, a chronic cause of 
illegal aliens from Latin America and developing 
nations. 16 

Another such situation requiring military assis¬ 
tance occurred in the summer of 1992 when Hurri¬ 
cane Andrew devastated areas of southern Florida 
and Louisiana, the costliest natural disaster in U.S. 
history up to that time. The military was required to 
maintain order and set up refugee camps. 17 Finally, 
large-scale flooding in the midwest United States 
resulted in massive numbers of refugees in 1993. 18 

Under current policy and law, military assis¬ 
tance is only temporary and only in the initial stages 
until civilian organizations can take over completely. 
We shall describe, therefore, psychiatric and psy¬ 
chological phenomena that can be seen in the early 
stages of resettlement, after first defining different 
categories of displaced persons. 


TYPES OF DISPLACEMENT 


Refugees 

The most common type of displacement of mod¬ 
ern times is the refugee. In this situation, the indi¬ 
vidual is forced to leave his previous home and 
does not expect to be able to return home in the 
future. Refugee situations occur as a result of war 
(for example, Afghanistan, Iran, Iraq, Yugoslavia, 
and Central America) or as a result of political 
changes that force specific communities and racial, 
ethnic, religious, or political groups to leave their 
homes and countries (for example, Vietnam, Cam¬ 
bodia, Laos, Haiti, Bulgaria, and Rwanda). It is 
refugees that we discuss in detail later. Refugee 


status may also be transient as occurred with Hur¬ 
ricane Andrew and the 1993 Midwest flooding in 
the United States. In this chapter, we will use the 
term refugee to refer to someone who has left his 
country of origin, unless otherwise stated. 

Migrants 

A migrant is someone who voluntarily decides to 
leave his homeland, looking for a new life in a new 
country. The individual in this situation has the 
possibility of returning to his previous country so 
that there need not be a total discontinuation with 
the past. Even though this is a self-initiated process 
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controlled by international agreements, the receiv¬ 
ing country can be faced by large numbers of immi¬ 
grants. This situation rarely needs assistance from 
military sources because the influx is regulated and 
the immigrant is required to have a sponsor. 

Voluntary Exiles 

Voluntary exiles are people who, by voluntarily 
leaving their homeland, know that they cannot re¬ 
turn, that is, unless there is a radical political change 
in their country of origin. This type of displacement 
is encountered when people leave totalitarian re¬ 
gimes of their own accord. This group is the small¬ 


est of all types of displacement and rarely causes 
strain on immigration authorities of the accepting 
countries although there are some instances of mass 
voluntary departure of individuals from their home¬ 
land. The influx of Cubans to the United States in 
1979 and 1980 19 and the Jewish flight from the former 
Soviet Union 20 can be seen as examples. In addition, 
the 1992 flight of ethnic groups from Yugoslavia 
sparked riots in Germany where they were viewed 
as competitors for scarce jobs and welfare re¬ 
sources. 21 Some phenomena in the various stages of 
resettlement are common to all types, the main 
sufferer being the refugee who had no control over 
his flight. 


SOCIAL IMPLICATIONS 


Three social conditions are common to almost 
all refugees: statelessness, homelessness, and 
powerlessness. 

By being forced to leave his country, either by 
reason of war or politics, a refugee becomes state¬ 
less. He loses his status of citizenship and thus loses 
the rights and the protection each citizen receives 
from his country. Being evicted from his home, a 


refugee becomes homeless. He loses his economic 
stability, gives up previous personal and cultural 
ties, and becomes a stranger in a new society. 

A refugee is generally a person who has no home, 
who has no power or control over his flight or fate, 
and who is in the hands of others for survival and 
later resettlement. When the individual overcomes 
these obstacles, he ceases to be a refugee. 


PSYCHOLOGICAL IMPLICATIONS 


The clinical picture encountered among refugees 
is extremely varied both in individual responses 
and in changes within the individual over time. To 
understand these phenomena, we suggest the fol¬ 
lowing phases of responses be considered in what 
shall be called the refugee syndrome. Our sugges¬ 
tion is based in part on what Tyhurst 22 calls the 
social displacement syndrome. The phases are 
initial phase, phase of preentry, phase of entry, 
period of psychological arrival, and period of 
resettlement. 

Initial Phase 

The initial phase is the period in which the indi¬ 
vidual becomes a refugee. He has been evicted from 
his home and surroundings. The refugee in this 
stage usually has terrifying or threatening experi¬ 
ences caused by war, disaster situations, or captiv¬ 
ity and jailing because of political reasons. This 
period is characterized by various degrees of physi¬ 
cal discomfort such as hunger, physical illness or 
injury, torture, and so forth. 


The initial phase terminates when the individual 
has successfully managed to arrive in a new sur¬ 
rounding that does not impose any specific danger 
to him. The suffering in this phase can definitely 
impair the resettlement of the refugee. 

The psychological phenomenon seen in this stage 
can be defined as "survival." The individual wants 
to live, and he does everything in his power, con¬ 
sciously and unconsciously, to remain alive. 

Phase of Preentry 

In the phase of preentry, the refugee has arrived 
at a safe place, but as yet he does not know where he 
is going to settle or which country is going to allow 
him to enter. This phase is mainly seen when there 
is a mass influx of refugees to a country that cannot 
or that is unwilling to resettle all of the refugees. 
The period can last for years, with the refugee being 
in an internment camp without being able to begin 
the process of resettlement. 

This period can also be a period of selection, 
when one country agrees to accept a certain number 
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of refugees for resettlement. The obvious choice for 
selection are the young, the healthy, the skilled, and 
the more educated, while the others await some 
other solution. 

Psychological phenomena encountered in this 
period are comparable with those experienced dur¬ 
ing phases of disaster, namely the recoil period. 10 
Responses consist of three main behavior patterns: 
(1) effectiveness, (2) dependency, and (3) 
noneffectiveness. Generally, preexisting personal¬ 
ity type and occupational role determine which 
behavior pattern a refugee will exhibit. Firefighters, 
police, and medical workers, for example, tend to 
be effective. Dependent and histrionic personalities 
tend to be noneffective. 

The clinical picture here is complicated by the 
unknown future, the feeling of insecurity, and some¬ 
times the fear of being repatriated to the country of 
origin. Group cohesion is of great value in this stage 
in combatting these fears. Individuals tend to coa¬ 
lesce into groups according to cultural background, 
with the emergence of leaders as in times of disas¬ 
ter. Mental health intervention at this stage is simi¬ 
lar to that for combat stress casualties—restoration 
of physiological deficits and restoration of morale. 23 

Phase of Entry 

The phase of entry is the initial period when the 
refugee arrives in the country in which he is to 
resettle. The harrowing experiences of the past are 
behind him, and theoretically, at least, the refugee 
can begin rebuilding his life. Strangely, the refugee 
shows more concern over the immediate past than 
the present or future during this period. His interest 
in the present is directed mainly toward fulfillment 
of basic physiological needs such as food, sleep, 
shelter, and so forth. Concern about the future seems 
lulled. 24 

Psychological characteristics common to this 
phase are usually a sense of well-being, in some 
euphoria; increased psychomotor activity, usually 
nonconstructive; dependency, more so than in the 
previous stage of preentry; and finally feelings of 
unreality and confusion, described by some refu¬ 
gees as being "as if it were a dream." 10 The first two 
characteristics apply usually to those who were 
previously effective, while the fourth characteristic 
is often found in those who were noneffective. The 
third characteristic of increased dependency usu¬ 
ally occurs in those who had been dependent 
during preentry. This initial period can last for 2 
months after entry, and it is during this phase 


that we see the influence of the group and leader¬ 
ship diminishing. 10 

Period of Psychological Arrival 

The period of psychological arrival is the time 
when the refugee awakens from his "daze" and 
begins to realize the difficulties of building a new 
life. The period can last up to 1 year after arrival in 
the new country; it is an extremely trying period for 
both the refugee and for the authorities assisting in 
resettlement. 10 

It is difficult to categorize the quite varied 
psychological phenomena of this phase, but the 
more common characteristics are feelings of inse¬ 
curity, isolation, resentment, unhappiness, guilt, 
inadequacy, and so forth. We believe it is more 
appropriate to define the psychological reactions 
in terms of the clinical entities most commonly 
encountered : 1,24,25 

• Somatic ailments. Refugees frequently com¬ 
plain of various physical discomforts. Their 
complaints are usually of pain, with a ten¬ 
dency to shift complaints from one system 
to another. 

• Anxiety and depression. Anxiety is more 
common among the younger refugees, 
while depression is found more often among 
the older ones. 

• Paranoid reactions. Paranoid trends and 
varying degrees of suspiciousness are quite 
common among refugees. True paranoid 
psychoses, however, usually appear at a 
later stage. 

During this period, the individual has to make 
significant readjustments in major ways of life; to 
learn a new language, new culture, and new pro¬ 
fessional skills; to adapt to a new social and 
economic status; and so on. It is the individual's 
personal attempt to build a new life. There is very 
little group reinforcement at this time, and it is 
quite common to see severe strains in previous 
interpersonal relationships. 1,24 ' 25 

Period of Resettlement 

In the period of resettlement, by definition, the 
individual has ceased to be a refugee; he has at¬ 
tained residency or citizenship, a home, and power. 
This period lasts for the rest of the refugee's life, and 
although resettlement can be complete, most refu- 
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gees suffer to some extent from events of their 
past. 24-27 

Psychiatric literature 24-27 reveals much interest in 
this stage, with a number of studies showing higher 
psychiatric morbidity among resettled refugees than 
that found in the equivalent population in the same 
area and, in some cases, compared with psychiatric 


morbidity of the country of origin of the refugee. 
Depression and post-traumatic stress disorders are 
common, especially if torture occurred. 22 Appar¬ 
ently, an individual cannot sever his original ties 
to his homeland; longing for his past home or 
nostalgia remains with the refugee for the rest of 
his life. 


MILITARY ASSISTANCE: THE CUBAN MARIEL BOAT PEOPLE 


In the spring of 1980, Fidel Castro allowed the 
emigration of approximately 125,000 Cubans. Un¬ 
like the 1 million earlier Cuban refugees who had 
been predominantly from middle-class back¬ 
grounds, these refugees were mainly from lower 
social economic classes and included many elderly, 
many mentally ill, and some criminals. Most of the 
emigres were housed in four military camps with 
miliary and civilian assistance including military 
psychiatric personnel. In the ensuing months, prob¬ 
lems of chronic mental illness, rioting, and stress- 
induced emotional problems as well as general 
medical problems were managed. Lessons learned 
included the need for a clear authority structure 
with security measures; the need for segregation by 
culture, class, and family; and the need for person¬ 
nel familiar with the culture. The growing number 
of Hispanic refugees due to the conflicts in Central 
America makes the most important lesson, the need 
for preplanning, vital. 19 

Burkle stated that one of the unfortunate "phe¬ 
nomena of the 70's is the instant refugee camp. " 28(p800) 
The "Freedom Flotilla" in May 1980 introduced the 
same phenomena in the 1980s, with the migration of 
approximately 125,000 Cuban people to the United 
States and the establishment of four refugee camps 
in Florida, Arkansas, Pennsylvania, and Wisconsin. 
We will describe the psychosocial aspects of one of 
these camps. Fort Chaffee, Arkansas, and although 
it is not representative of all the camps, it describes 
some elements common to them. This information 
is derived from the assignment of one of the authors 
(Pedro Cruz) as psychiatrist for the refugee camp at 
Fort Chaffee. It is based on his observations and 
clinical experiences while he was there. 

Psychological Phases 

Prerefugee Camp 

As retold by many of the Cuban refugees, life 
under the Communist regime of Castro brought 


many dramatic changes to the Cuban people. 
Castro's announcement of his embracing Commu¬ 
nist doctrine led to the realization of a new form of 
government resulting in a wave of migration that 
started in the 1960s and continues sporadically more 
than 30 years later. The motivating factor was pri¬ 
marily political, and the Cuban society was de¬ 
pleted of its upper class, middle class professional, 
semiprofessional, managerial, and business ele¬ 
ments. Those who remained were the uneducated, 
unskilled, and lower socioeconomic strata. 19 

The new government provided a political struc¬ 
ture that demanded unquestioning loyalty to the 
state and the sacrifice of traditional institutions and 
values (the family, friendship, religion, ownership 
of land and businesses, and military structures). 
The extended family, one of the strongholds of 
Cuban society, was torn apart, and a new entity was 
born—the nuclear family—committed to survival 
and void of strong family ties with an increasing 
sense of isolation because neighbors and family 
were encouraged to report on one another for pos¬ 
sible disloyal activities. With promises that the gov¬ 
ernment would provide everything and the barren 
reality of the situation, covert black-market activi¬ 
ties flourished, bringing new dangers to individu¬ 
als and their families as well as adding to the exist¬ 
ing feelings of isolation. 19 

Refugee Camp 

As increasing numbers of refugees overwhelmed 
resources in southern Florida, the U.S. government 
set up four refugee camps, including the one at Fort 
Chaffee, Arkansas. Refugee camps were not a new 
experience to the nearby Arkansas community. 
During the mid-1970s, it was the temporary home 
for thousands of Vietnamese refugees and provided 
a good source of income to an economically de¬ 
pressed area. The local population had viewed its 
past experience as a positive one and viewed the 
advent of the new camp primarily as an economic 
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blessing. As the news coverage revealed that these 
Cubans were different from the Vietnamese in ev¬ 
ery aspect and that Castro had emptied Cuban jails 
and mental hospitals, the economic dream threat¬ 
ened to become a horrifying nightmare. Rumors of 
rape, murder, and pillage were born in the local 
populace, fed by the national press, confirmed by a 
few isolated incidents, and probably immortalized 
in the mind of the American public. 29 

Refugee camps were also not new to many of the 
personnel of the federal and volunteer agencies 
involved in the management and administration of 
the resettlement camp. Like the local populace, many 
had been involved with the Vietnamese refugees 
and many remembered the experience as a positive 
one. Like the local populace, many did not know 
that Asians and Hispanics could be diametrically 
opposite in cultural, psychological, and behavioral 
aspects. 

Plans had been made by personnel lacking knowl¬ 
edge of these differences to operationally set up the 
camp as it had been set up for the Vietnamese. 
Planners believed that any Hispanic or Spanish 
surnamed individual would be competent to deal 
with the cultural issues of this group of refugees, as 
was the view of the local populace. This did not 
account for whether the Hispanic was from the 
Caribbean, Central America, or South America or 
whether the Hispanic was a first, second, or third 
generation Hispanic-American. This apparent lack 
of a clearly organized and centralized authority 
structure in the initial phase of establishing the 
camp contributed to the confusion inherent to a 
chaotic and stressful event. 

Entry Phase at Fort Chaffee 

During the month of May 1980, approximately 
19,000 Cuban refugees were flown to Fort Chaffee 
from Florida. It is located in the western part of 
Arkansas. The entry process to the United States 
consists of a medical evaluation, issuance of a tem¬ 
porary identification card and number, a series of 
interviews by federal agencies that can lead to a 
Washington clearance for entry, and issuance of an 
immigration card and work permit. Release into the 
general population takes place once a sponsor for 
the refugee has been found. 

The refugees were housed in World War II bar¬ 
racks by random assignments of both families and 
unaccompanied individuals to the same buildings— 
a practice utilized during the Vietnamese opera¬ 
tion. Meals were served in military dining facilities. 


and clothing was provided by relief agencies. The 
medical services were primarily of two types: 
(1) various triage and treatment facilities through 
the compound for providing initial screening and 
referral to (2) central emergency service for triaging 
and provision of both inpatient and outpatient medi¬ 
cal care set up in tents by the field hospital. 

As refugees and camp personnel increased their 
daily contacts and interactions, there emerged a 
series of psychosocial phenomena that can be di¬ 
vided into three phases. The initial phase—entry 
phase—lasted about 2 weeks and was characterized 
by a period of euphoria shared by both the refugees 
and camp personnel. On the part of the Marielitos (a 
term for refugees from Cuba derived from their 
departure port, El Mariel), it was based on having 
the perilous boat trip over and reaching the land 
that promised freedom and a better life; on the part 
of the camp staff, it was based on feelings of satis¬ 
faction from helping people. Accompanying this 
euphoria was a hyperactivity throughout camp as 
people celebrated their good fortune and searched 
for families and friends. Confusion for the camp 
staff was also a hallmark of this period because the 
central authority was not able to provide the daily 
decisions on issues concerning the increasing influx 
of refugees, the lack of adherence to procedural 
guidelines by agencies, and refugees switching as¬ 
signed quarters without informing the authorities. 
The psychiatric casualties were few and consisted 
mainly of adjustment reactions to the relocation 
because some people were separated from their 
families or feared being sent to places other than 
Florida. 

A second phase—the reactive phase—was of 1 
month's duration and was characterized by fear, 
insecurities, and regression to behavioral patterns 
that were more characteristic of their homeland. 
With the surfacing of the criminal element, violent 
behavior, black-market activities, gang formation, 
and the manufacturing of homemade weapons oc¬ 
curred. As the families who shared the buildings 
were beginning to be threatened and victimized, 
they reacted in a similar fashion of manufacturing 
weapons and forming groups for individual and 
family protection. The confusion for the camp staff 
further increased as this unexpected group emerged 
and there was no provision of personnel or security 
measures. 

As the news of the prisoner element hit the local 
news, there were local demonstrations against the 
refugees that created a panic reaction in the refu¬ 
gees and resulted in the riot of 1 June 1980. The 
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army's response was to bring in 1,500 troops to 
control the riot and maintain a sense of order. Un¬ 
der a new administration, steps were taken to seg¬ 
regate the unaccompanied refugees (those not trav¬ 
eling with family) in their own barracks. 

Psychiatric casualties were surfacing in large 
numbers during this period primarily as adjust¬ 
ment reactions due to the stress of camp. In addi¬ 
tion, the chronic psychiatrically ill began to surface 
because they were beginning to run out of medica¬ 
tion or the levels of the medication in their systems 
were diminishing. Another behavior peculiar to 
this phase was the hoarding of food (perhaps a 
carryover from their homeland experience) although 
it was obvious that there was enough food for 
everyone. An epidemic of food poisoning ensued 
because of spoiled hoarded food, and a special 
ward was opened to treat the many dehydrated 
patients. 

The third phase—the depressive phase—that 
lasted the remaining time of the camp was charac¬ 
terized by resignation, depression, a feeling of hope¬ 
lessness, and acting out behavior. During this phase, 
the camp staff had organized themselves under a 
clear line of authority with role definition among 
the existing agencies, and the issue of personal 
safety for everyone was resolved. Many of the refu¬ 
gees were leaving, and those left behind were be¬ 
coming irritable, depressed, and angry at the lengthy 
process of leaving camp. Some wished to return to 
Cuba and referred to the Americans as no better 
than Castro's police force. Others resigned them¬ 
selves to the situation and waited for the resolution 
of their problems. Psychiatric casualties were more 
on the depressive spectrum with suicidal ideation 
or gestures. A pattern of self-mutilation surfaced as 
the remaining population dwindled to unaccompa¬ 
nied males, many of whom had been released di¬ 
rectly from jail to El Mariel. The depressive illnesses 
were directly related to the waiting time in camp 
and a feeling that the promised land was not what 
they had been led to believe. 

Patient Data Profile 

The psychiatric team providing services consisted 
of a psychiatrist, a psychiatric nurse, and two be¬ 
havioral science specialists—all military personnel. 
Around-the-clock emergency services, coordination 
of transfers to community facilities, outpatient fol¬ 
low-up, and later an inpatient service were pro¬ 
vided by the team. A total of 465 people were 
referred from mid-May to mid-August, with a total 


of 993 patient contacts. Of the 465 referrals, 41 (9%) 
patients required hospitalization in the camp inpa¬ 
tient facility or the community facility for the more 
severe cases. A review of 200 of the outpatient 
records revealed that the majority of the patients 
(93%) were referred from medical sources because 
of "nervousness" or "depression." These patients 
also had a previous psychiatric history (78.0%), and 
a substantial percentage (20.0%) had a previous 
history of incarceration. Evaluation revealed that 
these patients were undergoing an adjustment dis¬ 
order, and they received outpatient treatment with 
medication. These data are presented in Tables 15-1 
and 15-2. 

The population evaluated can be subdivided into 
three subgroups: (1) those with prior psychiatric 
histories but no prison experience (120 cases); 
(2) those with histories of imprisonment (40 cases), 
and (3) those who had no histories of either (40 
cases). All of the three groups were predominantly 


TABLE 15-1 

PSYCHIATRIC PATIENT PROFILE (N=200) 
DEMOGRAPHICS 



Category 

No. 

(%) 

Age (yr) 


0-17 

15 

(7.5) 


18-25 

73 

(36.5) 


26-35 

71 

(35.5| 


36-45 

28 

(14.0) 


46-55 

11 

(5.5) 


56-65 

2 

(1-0) 

Sex 


Male 

150 

(75.0) 


Female 

50 

(25.0) 

Marital Status 


Single 

50 

(25.0) 


Married 

29 

(14.5) 


Unknown 

121 

(60.5) 


Legal Status (history of incarceration) 

Present 

40 

(20.0) 

Absent 

53 

(26.5) 

Unknown 

107 

(53.5) 

Referral Source 

Medical 

186 

(93.0) 

Agencies 

14 

(7.0) 
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in the age range of 18 to 36 years, were predomi¬ 
nantly males, and were medically referred. In the 
psychiatric group, the disorders were primarily 
chronic in nature with psychotic disorders (28.3%) 
being the most common, followed by affective dis¬ 
orders (26.6%), anxiety disorders (15.8%), and dis¬ 
orders of impulse (15.0%). In the prison group, 
77.5% of the patients had previous psychiatric his¬ 
tories, with disorders of impulse (37.5%) being the 
predominant entity, followed by psychotic disorders 
(25.0%), anxiety disorders (25.0%), and affective dis¬ 
orders (12.5%). 


TABLE 15-2 

PSYCHIATRIC PATIENT PROFILE (N=200) 
PSYCHIATRIC ISSUES 


Category 

No. 

(%) 

Previous Psychiatric History 



Present 

156 

(78.0) 

Inpatient 

79 (39.5) 

Outpatient 

77 (38.5) 

Medication History 

139 

(69.5) 

Presenting Complaints 



Nervousness 

49 

(24.5) 

Depression 

34 

(17.0) 

Insomnia 

24 

(12.0) 

Evaluation 

23 

(11.5) 

Medication 

17 

(8.5) 

Suicide gesture 

11 

(5.5) 

Anxious and depressed 

6 

(3.0) 

Self-mutilation 

5 

(2.5) 

Suicidal ideation 

4 

(2.0) 

Sexual dysfunction 

4 

(2.0) 

Diagnosis (Axis I only) 



Adjustment disorder 

79 

(39.5) 

Schizophrenic disorder 

28 

(14.0) 

Affective disorder 

24 

(12.0) 

No diagnosis 

21 

(10.5) 

Impulse disorder 

17 

(8.5) 

V codes 

7 

(3.5) 

Deferred 

6 

(3.0) 

Anxiety disorder 

6 

(3.0) 

Somatoform disorder 

6 

(3.0) 

Psychosis/ other 

3 

(1.5) 

Psychosexual disorder 

3 

(1.5) 

Disposition 



Medications and outpatient 

118 

(59.0) 

Hospitalization 

29 

(14.5) 

No follow-up 

26 

(13.0) 


The impulse disorders in both groups were char¬ 
acterized by episodic outbursts of anger, violence 
towards self and others, and an inability to remem¬ 
ber these outbursts. Eleven of the prisoners (27.5%) 
reported their symptoms to have first manifested 
themselves while incarcerated. In addition, eight 
(20.0%) of these reported being in jail for political 
reasons. In the psychiatric group, 55.8% of the pa¬ 
tients had been hospitalized at least once, while 
30.0% of the prisoners had also received inpatient 
services; 44.2% and 60.0%, respectively, had re¬ 
ceived outpatient services. In the psychiatric and 
prison group, the primary reason for referral was 
nervousness, while the third group was referred for 
evaluation to rule out a psychiatric condition. 

The incidence of suicide gestures was highest in 
the group that had negative histories for psychiatric 
problems or incarceration, 10.0% (4/40), followed 
by the prison group, 7.5% (3/40), and the psychiat¬ 
ric group, 3.3% (4/120). The prison group showed 
the highest incidence of self-mutilation, 7.5% (3/40), 
followed by the nonpsychiatric nonprison group, 2.5% 
(1 /40), and the psychiatric group, 0.8% (1 /120). 

In all three groups, the most frequently diag¬ 
nosed condition was an adjustment disorder. Sur¬ 
prisingly, the nonpsychiatric nonprison group 
showed the highest number of hospitalizations, 
25.0% (10/40), followed by 13.3% (16/120) in the 
psychiatric group and 7.5% (3/40) in the prison 
group. The relatively low hospitalization rate com¬ 
pared with the nonpsychiatric nonprison group 
related to the fact that a large percentage of the 
psychiatric group were stabilized on psychotropic 
medications; the nonpsychiatric nonprison group 
included many adolescents, some of whom were 
hospitalized for their own protection (fear of rape 
or physical violence). 

Discussion 

Current literature on mass migratory events 
emphasizes a multidimensional approach when try¬ 
ing to study the psychosocial factors and psychiat¬ 
ric morbidity of immigrants. 10 ' n ' 19 ' 22 ' 24_28 ' 30 ' 31 The in¬ 
terplay of cultural, social, psychological make-up, 
the presence or absence of psychiatric illness, and 
the stressors of the migratory event all contribute to 
the manifestation of clinical psychiatric entities. 

One of the striking phenomena encountered with 
the Cuban refugee group in Arkansas was, despite 
contrary rumors, the low psychiatric morbidity 
(2.9%) in a population that was thought to be high 
in the number of mentally ill individuals. Several 
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factors account for this figure: this population was 
confined in a similar situation before leaving Cuba, 
which served as a premigratory conditioning for 
the events to come, many of the refugee population 
came as intact families with built-in support sys¬ 
tems, the expectation of being absorbed into well- 
established Cuban communities in this country, 
and the rapid release of the majority of the refugees 
into the general population. 

The number of psychiatric cases identified were 
primarily the manifestations of disorders in predis¬ 
posed individuals or exacerbation of established 
disorders where the stress of the migration and the 
conditions of the camp were the precipitating causes. 
The most common reasons for referral were "ner¬ 
vousness" and "depression," which were the pre¬ 
senting complaints in 44.5% of patients and similar 
to the findings of Nguyen 26,30 in his studies of the 
Southeast Asian population in Canada. Whereas 
Nguyen's group fell into the diagnostic catego¬ 
ries of affective disorders (39.0%), psychotic dis¬ 
orders (20.0%), and anxiety disorders (18.0%), 
the Cuban group fell into diagnostic categories of 
adjustment disorders (39.5%), psychotic disor¬ 
ders (15.5%), and depressive disorders (12.0%). 
The difference was that the Cuban group was in 
its initial phase of arrival in the country, while 
the Asian group had resettled into the general 
population. 26 

The subgroup of patients with a history of incar¬ 
ceration is similar to the group described by Bach- 
Y-Rita 32,33 in the study of 62 prisoners with histories 
of habitual violence and self-mutilation and who 
were very impulsive and "would warrant the diag¬ 
nosis of explosive personality or impulsive charac¬ 
ter disorder." 33<pl015) Bach-Y-Rita also points out that 
neurological impairment was a contributing factor 

SUMMARY AND 

The acceptance of emigres has been an element in 
the history of the United States, and one can assume 
that it will also be part of the future. The Mariel 
Cuban experience was a recapitulation of events 
experienced by other refugee groups, and it reem¬ 
phasized the importance of the multiplicity of fac¬ 
tors contributing to the psychosocial profile of mi¬ 
grant groups. Cultural variables, provision of basic 
needs (especially individual safety), clear authority 
structure, segregation of refugees according to so¬ 
cial parameters unique to the migrant group, and 
education of the general populace are critical in the 


and has to be kept in mind when these patients are 
being evaluated. 

Several authors 10,19,26 have described psychosocial 
phenomena associated with displacement of masses 
of people in terms of group dynamics. Nguyen 26 
lists three stages in the adjustment of an Asian 
population in Canada. Harris et al 10 have coined the 
term the refugee syndrome and ascribe five phases in 
the adaptive process. Both reports describe eupho¬ 
ria, hyperactivity, anxiety, and depression as some 
of the psychological manifestations in the initial 
phase of resettlement. These manifestations were 
also evident in the Cuban experience and give support 
that the phenomena transcend the cultural bound¬ 
aries of refugee groups. Unique to the Cuban group, 
however, was the hyperactivity accompanying the 
initial euphoria, which later on was transformed and 
associated with the threat of physical violence posed 
by the prison population, lack of organizational effec¬ 
tiveness, and the hostile reactions of the local popu¬ 
lace. The hyperactivity culminated in the riot respon¬ 
sible for the provision of measures of safety and the 
segregation of unaccompanied refugees. 

The Hispanic component of the camp personnel 
needs to be addressed in its role in the provision of 
medical and psychiatric services to the refugee popu¬ 
lation. Many of the personnel were of Mexican- 
American extraction and of second- or third-gen¬ 
eration Hispanic-American families. For all practical 
purposes, these individuals were Americans with 
Spanish surnames and had lost the language, cul¬ 
tural, and other characteristics unique to the Latin- 
American people. Although the situation was of an 
acute nature and these differences generally did not 
matter, in the gathering of information for medical 
and psychiatric purposes, the language factor is 
definitely critical. 

CONCLUSION 

preplanning phase of resettlement operations to 
reduce the psychiatric morbidity of these groups. 

Understanding the various periods of the refu¬ 
gee syndrome is of utmost importance to the mental 
health worker who can be called to assist in such 
situations. Military assistance in these matters is an 
extraordinary basis; therefore, the advisory role of 
the mental health worker is to be emphasized more 
than the role of the therapist. 

The possibility of military assistance in refugee 
situations is usually limited to three of the previ¬ 
ously described phases. Military aid may definitely 
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be involved in the initial phase as it was for (1) the 
Shiite refugees in southern Iraq (where U.S. troops 
watched them being massacred by the Republican 
Guard, forbidden to intervene until they had run or 
crawled to U.S. checkpoints, at which point, U.S. 
personnel could begin giving emergency medical 
life support, food, and so on); (2) the Kurds in 
northern Iraq in Operation Provide Comfort; (3) di¬ 
saster relief operations such as those in Nicaragua, 
Armenia, and so on after earthquakes while U.S. 
personnel helped to dig the survivors out of the 
rubble; and (4) United Nations observers and peace¬ 
keeping units in Bosnia, Croatia, Cambodia, and so 
on that the United States may join. In the initial 
phase, the mental health and combat stress control 
personnel must be sensitive to the psychological 
reactions and trauma of the victims as well as to 
their physiological needs. Intervention will be at a 
system level rather than one-on-one because of the 
pressure of workload. Cultural factors and differ¬ 
ences must also be recognized and adjusted to. The 
principal mental health and combat stress control 
role in this phase will be to sustain and debrief the 
rescuers and caregivers so that the latter can con¬ 
tinue to give psychologically sensitive care. Sug¬ 
gestions for psychiatric assistance are directed, 
therefore, to the periods of preentry, entry, and 
psychological arrival. 

The principles of combat psychiatry that apply to 
most situations of acute and chronic stress need 
little modification in dealing with the refugee. Rapid 
interventions and simple, supportive treatments, 
such as providing shelter, nutrition, and rest, are 
critical. A positive expectancy of normal functioning 
and eventual social stability must be maintained. This 
can be assisted by activities such as learning the new 
native language and teaching cultural mores and job 
skills when time allows. The principle of centrality is 
embodied in a single authority with the power to 
enforce rules and ensure protection. 

During the preentry period, the mental health 
worker should educate authorities and medical 
teams about the future difficulties ahead for the 
refugee. This period can also be utilized for the 
education of the refugee to assist him during fol¬ 
lowing periods. It must be stressed that the period 
of preentry can be one of inactivity and boredom, 
possibly lasting for years. The longer this situation 
lasts, the more difficult it will be to readjust in the 
future. Accordingly, the mental health worker 
should emphasize the need for constructive activity 
among refugees. These activities may involve learn¬ 
ing languages and skills. 


The refugees who may need direct psychiatric 
treatment will be found in the ineffective group. It 
is advisable for these patients to be treated by the 
regular medical teams if they are available, with 
advice from the assisting mental health worker, and 
only in extreme cases should they be treated ini¬ 
tially by the assisting mental health worker. 

It is possible at entry time for the assisting mental 
health worker to gain an impression of well-being 
among refugees. This impression is accurate to some 
extent, but it is definitely temporary. Even though 
this period lasts only for about 2 months, it is our 
belief that the shorter the period, the easier it will be 
for the refugee to face the following period. 

Decreasing morbidity during this period can be 
achieved by creating constructive activities such as 
learning a language or job skills. This may be a 
difficult task among refugees who have had lengthy 
periods of inactivity. Gradual exposure to the new 
surroundings is suggested to avoid the overwhelm¬ 
ing effect of new impressions and experiences, a 
kind of sensory overload. It is important that the 
refugee's basic physiological needs be met to re¬ 
lieve him of this worry, which can be a convenient 
excuse for inactivity. Other ways to decrease mor¬ 
bidity include assuring the free flow of accurate 
news and information to the refugees and the sup¬ 
pression of rumors and fostering self-help programs 
to build and maintain hygiene and sanitary facili¬ 
ties, recreational and educational activities, and 
traditional and occupational skills. (Occupational 
therapists are members of the mental health team.) 
A knowledge of the cultures of the refugees is es¬ 
sential to providing accurate mental health consul¬ 
tation or direct intervention. Potential sources for 
this information are the civil affairs staff and espe¬ 
cially the special operations and civil affairs units 
that are expert in this region of the world. 

As stated above, this is the period when the 
influence of the group diminishes, a process that 
can be slowed if proper attention is given. The 
mental health worker must stress these points to the 
receiving authorities. He himself can assist only 
minimally in direct interventions, but he can ex¬ 
plain the future outcome of mistreatment during 
this phase. The mental health worker's role as a 
therapist should be directed to treating the more 
confused refugees. Our suggestion is to give ex¬ 
tremely brief psychotherapy and attempt to avoid 
drug therapy that can complicate the situation even 
more. 

In the period of psychological arrival, the mental 
health worker's assistance as a therapist can be of 
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great importance; however, it is our strong belief 
that the mental health worker should mainly advise 
local medical teams in the treatment of the troubled 
refugee, and only in the more severe cases act as a 
therapist. 

The following three points should be stressed to 
treating physicians: 

1. They must become aware of psychological 
disturbances among patients, especially 
those who often present changing and unex¬ 
plained physical symptoms. 

2. They must give reassurance and reinforce¬ 
ment to those who appear anxious or de¬ 
pressed. Brief psychotherapy is of greater 
value than any type of medication. 

3. Kindness and understanding must be shown 
to those who show signs of suspiciousness 
and paranoid trends. Overt sympathy is to 
be avoided because it tends to aggravate 
these feelings. 


The influence of the group in this period is mini¬ 
mal, and the refugee's attempt at readjustment is as 
an individual. Simple and brief "group therapy" 
could be of aid in helping the refugee to understand 
his personal hardships and interpersonal difficul¬ 
ties. This method could also assist in the reforma¬ 
tion of constructive grouping, which is of prime 
importance for individuals in extreme stress. The 
mental health worker's influence and assistance in 
this field could be his greatest contribution in help¬ 
ing refugees in this trying period. 

We have described some of the psychological 
and social phenomena seen in the refugee syn¬ 
drome. Our intention was to outline points of im¬ 
portance that can be of guidance to mental health 
professionals who might be called to assist in refu¬ 
gee situations. It is our belief that appropriate ad¬ 
vice and help can lessen the suffering of the refugee 
in three of the periods of the syndrome and, by 
doing so, assist him in rebuilding a healthier and 
happier life. 
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INTRODUCTION 


The related topics of terrorism and hostage nego¬ 
tiations have not been comprehensively reviewed 
in the psychiatric literature, but recent years have 
borne witness to a continuous stream of terrorist 
incidents with hostage taking in numerous coun¬ 
tries. This trend has shown no signs of abating, and 
a number of law enforcement agencies have ex¬ 
pressed their anxiety about a possible extension of 
terrorist activities in frequency, increasing violence, 
and the use of high technology, possibly nuclear, 
weapons. It can be argued that the Iraqi missile 
attacks on Israel during the Persian Gulf War were 
an attempt to utilize terrorist tactics to influence the 
course of the war by provoking Israeli retaliation 
and inflaming Arab sentiments. 1 

With the dissolution of the former Soviet Union 
and the end of great power rivalries, numerous 
ethnic rivalries have emerged. This has resulted in 
mutual terrorist acts, civil wars, and the large-scale 
Persian Gulf War. Individual terrorist acts have 
changed political strategies. For example, the ma¬ 
rine barracks bombing in Beirut of American peace¬ 
keepers resulted in the removal of the U.S. presence 
and ability to influence events in Lebanon, the esca¬ 
lation of its civil war, and a change of government 
in Lebanon. 2 

More recently in Somalia, a rescue mission aimed 
at saving starving Somalis was converted into a 
police action when a disaffected warlord arranged 
for the ambushing and killing of more than 20 
United Nations (UN) forces. A major mission of UN 
forces became not only protecting helping person¬ 
nel but also attempting to capture and punish the 
warlord. 3 

Official responses to any terrorist incident have, 
in general, initially been made by civilian law en¬ 
forcement agencies; however, there have been occa¬ 
sions in the past in which it was deemed necessary 
to enlist the assistance of military tactical teams to 
bring terrorist acts to a conclusion. Military person¬ 
nel, bases, and military family housing areas may 
be the target of terrorist attack. Military mental 
health teams, such as the Navy special psychiatric 
rapid intervention teams (SPRINTs) and the army's 
7th Medical Command stress management teams 
from Heidelberg, Germany, provide expert mental 
health support after terrorist attacks. For example, 
the stress management teams from the 7th Medical 
Command, Heidelberg, Germany, responded to 


numerous terrorist actions in the mid-1980s. The 
team included psychiatrists, social work officers, 
chaplains, psychiatric nurses, psychologists, and 
enlisted specialists. They deployed to the Achille 
Lauro, a civilian cruise ship that had been hijacked 
in the Mediterranean, and to Karachi, Pakistan, for 
a TWA airliner highjacking. The mental health pro¬ 
fessional working within the police force or the 
army, therefore, cannot afford to remain uninformed 
or incapable of rendering assistance when terrorist 
incidents occur. 

Terrorism, as defined by the U.S. Army, is the 
calculated use of violence or the threat of violence to 
attain goals, political, religious, or ideological in 
nature. 5 This is done through intimidation, coer¬ 
cion, or instilling fear. Terrorism involves a crimi¬ 
nal act that is often symbolic in nature and intended 
to influence an audience beyond the immediate 
victim. A terrorist group, therefore, is any organiza¬ 
tion that uses terrorism in a systematic way to 
achieve its goals. 4 The following definitions have 
been derived from a task force report by the Na¬ 
tional Advisory Committee on Criminal Justice Stan¬ 
dards and Goals. 5 Terrorism acts may be classified 
according to the motivation and aims of the perpe¬ 
trators of terrorist violence and whether the activi¬ 
ties are carried across national boundaries. There 
are several subcategories of terrorism. Political ter¬ 
rorism is violent, criminal behavior designed prima¬ 
rily to generate fear in the community, or a substan¬ 
tial segment of it, for political purposes. Nonpolitical 
terrorism involves acts of violence inflicted by orga¬ 
nized crime, teenage groups, or pathological groups 
or cults. Quasi-terrorism is characterized by activi¬ 
ties incidental to the commission of crimes of vio¬ 
lence that are similar in form and execution to true 
terrorism but lacking in a basic ideology, for ex¬ 
ample, taking of hostages in a bank robbery to 
secure a means of escape. International and 
transnational terrorism involve acts of terrorism in¬ 
flicted within other countries, and these acts are 
further classified as international terrorism when 
perpetrated by individuals or groups controlled by 
a foreign state, or transnational when carried out by 
essentially autonomous, nonstate actors. Terror¬ 
ism, therefore, is separated from discrete instances 
of murder for political or social motives of politi¬ 
cians or community leaders by individuals or small 
groups; that is, political assassinations. 
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The increasing cooperation between former So¬ 
viet republics and western democracies is dimin¬ 
ishing the financial resources and safe havens avail¬ 
able for terrorists. However, the relative success of 
transnational terrorists in the past decade has been 
viewed with increasing alarm by the world commu¬ 
nity because the failure of countries to agree even 


on the basic issue of differentiating terrorism and 
national liberation movements has often pre¬ 
vented effective collective action. Under such 
conditions, it remains for persons involved in 
management of terrorist incidents to anticipate 
them and continually to expand their knowledge 
and expertise. 


MODERN TERRORISM AND FUTURE TRENDS 


Basically, the use of terrorist methods occurs 
when there is an imbalance of power between 
two antagonists. It is a weapon wielded by the 
few or weak against the many or strong, and the 
terrorist's real strength lies in his own ruthless¬ 
ness, recklessness, or, in the case of a psychotic 
terrorist, the extent of his mental derangement. 
In considering a response to terrorism, one needs 
to know just how far the terrorist will go to attain 
his objectives. One of the attendant dangers that 
law enforcement agencies face may be the need to 
match violence with violence without becoming 
brutalized and without damaging the population 
to be protected. 

It is important to understand the essentially 
psychological nature of terrorist objectives. Not 
only do the terrorists want to flaunt the power¬ 
lessness of the authorities to prevent their at¬ 
tacks, they also want to provoke the defending 
authorities into taking repressive countermea¬ 
sures that will turn the local population and 
world opinion (through the media) against the 
authorities. The terrorists maximize the ambigu¬ 
ity by deliberately hiding among and looking 
like the people the government or military is 
supposed to protect. They use ambushes, booby 
traps, and women and children as auxiliaries and 
combatants. The extreme ambiguity is deliber¬ 
ately intended to warp the minds of the defend¬ 
ers and make them distrust the local population 
and consider them unworthy of protection. The 
high ambiguity elicits misconduct stress behav¬ 
iors, including excessive force and brutality, al¬ 
cohol and drug abuse (as compensatory tension 
relievers that further disinhibit the defenders), 
insubordination, and commission of atrocities. 
The mental health team should play a major role 
in helping command to protect the soldiers 
against this threat. These issues are discussed in 
Field Manual 22-51 6 and in the Combat Stress 
Control in Operations Other Than War draft white 
paper. 7 


Modern society with its dependence on so¬ 
phisticated services and institutions to provide 
for its basic needs has rendered itself, as a whole, 
more vulnerable to terrorist attacks. Modern ter¬ 
rorism has been assisted by developments facili¬ 
tating international travel and mass communica¬ 
tions. Terrorists have been able to travel freely 
and widely, train with and utilize an assortment 
of sophisticated weapons, and have used mass 
media to publicize their activities. Attempts to 
curb the increasing power wielded by the mod¬ 
ern terrorist have to be counterbalanced by an 
awareness of the need for constraint to avoid 
infringing the civil rights of, and thus alienation 
of, the very people who are in need of protection. 

Terrorism in its various forms has changed 
over the years. Some nations have recognized the 
potential of terrorism and have used the terrorist 
as the spearhead of a developing theory and 
practice of surrogate warfare. Governments, un¬ 
willing to risk the consequences of conventional 
warfare to realign the balance of power or to 
achieve political aims, have been subsidizing, 
training, and deploying such groups to create 
terror for carefully designed coercive purposes. 8 
The probable trend is for increases in such spon¬ 
sored forms of terrorism. In addition, there is an 
increasing likelihood that terrorists will employ 
sophisticated modern weapons and means of 
destruction to back their demands as resistance 
to terrorism stiffens, including the potential use 
of nuclear devices. 

A minor form of terrorism but often having 
significant financial repercussions is the increas¬ 
ing proliferation of computer viruses. Important 
military and scientific databases have been ad¬ 
versely affected by such viruses. Unfortunately, 
military psychiatrists can offer little in this area 
other than developing perpetrator personality 
profiles that often reveal a highly intelligent, 
narcissistic young adult with an extensive com¬ 
puter "hacker" background. 9 
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PSYCHOPATHOLOGY OF TERRORISM 


Terrorism per se has no ideology, and it merely 
draws on ideologies of varying vintages or adopts a 
convenient political umbrella for guidance and ra¬ 
tionalization. There appears to be a peculiarly ad¬ 
dictive quality to terrorism, and an individual terror¬ 
ist or terrorist group may change ideology apparently 
simply to continue perpetrating violence. 10 

Beneath a veneer of ideology, the political 
terrorist's motivation can usually be seen to be 
extremely personal. For example, many terrorists 
are quite paranoid, and the terrorist acts are ratio¬ 
nalized expressions of projected hostility. True ter¬ 
rorist behavior often shows an extreme callousness 
and disregard for the victim and his feelings, thus 
an antisocial component. 10 

An understanding of the psychopathology of the 
terrorist is necessary when responding to his act. In 
addition, an assessment of the mental state, thought 
processes, and personality of the terrorist will help 
toward formulating adequate responses in assess¬ 
ing a terrorist threat. It is in this assessment that the 
behavioral scientist can be of assistance. 

There is considerable evidence 10 that contagion 
and imitation are significant factors in the incidence 


of terrorist activities, just as suicide, arson, rioting, 
and other destructive activities seem to be influ¬ 
enced by the same factors. Hijacking of commercial 
aircraft is a good example. Hijacking has continued 
to remain a popular terrorist act in spite of the 
uncertain meeting of terrorist demands in many 
instances. 

What of the terrorist himself? Often, one is 
tempted to think of him as insane or suffering from 
a characterological disorder, but this thought is 
probably too sweeping a generalization. There is, 
however, strong evidence of the paranoid tendency 
to hold onto overvalued ideas (even if mutable) 
on some political or social issue, which has often 
subsequently led to the perpetration of terroris¬ 
tic acts. 

It has been said 10 that few terrorists will push 
their demands to the extent that they may have to 
end up paying with their own lives. Events have so 
far shown 11 this to be generally true, but it would be 
a mistake to conduct negotiations on this premise. 
For example, a suicidal fanatic drove a truck 
loaded with explosives into the marine barracks 
in Beirut. 11 


CONSEQUENCES OF TERRORISM 


The very nature and intent of terrorism are such 
that apart from the act itself and the principal actors 
involved, fear and the impression of power vested in 
the terrorist are communicated to a large population 
and the whole society. This brings into relief the 
impotence of the civil authority and leaves the author¬ 
ity with the choice of ignominiously accepting the 
terrorist demands or else resorting to drastic counter¬ 
action in which innocent lives may be lost—a loss for 
which the authorities can still be blamed. 

One terrorist acting alone is sufficient to induce 
severe psychological stress in a large number of people, 
but continuous terrorist activity may produce severe 
long-lasting effects on a society. Such a situation can 
substantially impair the quality of life in a commu¬ 
nity, insidiously alter the day-to-day habits of its 
people, and interfere with the free exchanges and 
interactions previously possible between people. 10 


Attitudes of the population may change with people 
becoming suspicious and intolerant. Regard for the 
authorities may decline, and the authorities may, in 
efforts to redeem themselves, resort to actions that 
may further alienate the population they support. 
This sequence of events is by no means the rule; there 
are countries that have absorbed the effects of re¬ 
peated terrorist attacks without having to change the 
basic tenets of their governments and without subject¬ 
ing their populations to progressively dictatorial rule. 
The United Kingdom stands as an example of a nation 
little changed by repeated Irish Republican Army 
atrocities, while Ulster (Northern Ireland) has been 
devastated by opposing terrorist groups. 12 

In terrorist incidents involving mass casualties, a 
situation similar to the aftermath of a disaster may 
ensue. It may take months or years for the society to 
find its equilibrium again. 13 


THE PSYCHIATRIST AND THE RESPONSE TO TERRORISM 

Involvement of the psychiatrist or other mental means a significant departure from his normal role, 
health professional in an antiterrorist response From being a clinician delivering healthcare to pa- 
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tients, he becomes part of a law enforcement team to 
probe the psychopathology of a terrorist or terrorist 
group, to assist in threat evaluation, and to give 
advice as necessary during negotiations. This role 
requires a complete change of perspective in the 
usual practice of psychiatry. 

As a rule, it would not be expected that psychia¬ 
trists or other mental health professionals would 
take a central and dramatic role in a terrorist and/or 
hostage-holding incident except in cases in which 
the psychiatrist has had previous professional in¬ 
volvement with the terrorist or when negotiations 
have reached the stage at which further rapport 
with the terrorist is thought to be possible via the 
psychiatrist. In spite of the desirability of such rap¬ 
port, the psychiatrist must remain sensitive to the 
personalities and dynamics of the situation and 
guard against an undue identification with the in¬ 
terests of the terrorist. When asked to comment, the 
psychiatrist should refrain from replying in techni¬ 
cal jargon that may prove incomprehensible or ob¬ 
jectionable to police or military personnel. The ad¬ 
vice should be offered in concise and practical terms. 

Two main considerations render the participa¬ 
tion of the psychiatrist in terrorist incidents neces¬ 
sary. First, such incidents put participants and law 
enforcement personnel under severe stress. Second, 
before a response can be planned, responding per¬ 
sonnel must have an understanding of human be¬ 
havior under stress and of the motivation and be¬ 
havior patterns of psychotics or antisocial people or 
normal but stressed terrorists in a terrorist incident. 
The participatory roles therefore suggested for the 
psychiatrist are discussed below. 

Police and Military Training 

The psychiatrist may help in curriculum design 
and provide lectures involving topics such as the 
psychopathology of terrorist violence, reactions to 
stress, methods of coping under the stress of terror¬ 
ist acts, captor-hostage relationships, threat evalu¬ 
ation, and negotiation techniques. The psychiatrist 
himself should have gone through such training 
courses to gain insight into problems for which he 
might be asked to find solutions. 

Threat Analysis 

In this instance, the psychiatrist is part of a 
multidisciplinary team drawn together to assess the 
credibility and seriousness of a threat of impending 
violence. His contribution will be related to the field 
of forensic psychiatry and profiling of the suspect. 


Negotiations With Suspects 

The psychiatrist generally cannot be assumed to 
be better qualified as a negotiator in a hostage¬ 
holding incident than a law enforcement officer, 
and, except for the circumstances listed earlier, it 
would be more appropriate for the psychiatrist to 
function mainly as an adviser to the main negotia¬ 
tor. Unlike the reality of most psychiatrists, the 
negotiator generally should be an articulate person 
of junior rank with a bland, unflappable personal¬ 
ity. His junior rank allows him to defer decisions 
and buy time. Strong personalities tend to alienate 
hostage takers. 

During the course of the negotiations, the psy¬ 
chiatrist should be on hand to detect any untoward 
effects that long, drawn-out negotiations may have 
on the negotiators and advise on remedial action. 
He may also prescribe medications for stress reac¬ 
tions or somatic disorders in hostages and possibly 
antipsychotic medications for hostage takers. A 
subsequent role that he can play is to assist in the 
postoperational review of the negotiations and to 
prevent post-traumatic stress sequelae among the 
surviving victims, rescuers, caregivers, and families. 

In this context, it may be helpful to conduct 
formal debriefings of the surviving victims, rescu¬ 
ers, caregivers (eg, medical personnel) and, when 
feasible, families of victims. These are best done 
within days of the event, after everyone has rested. 
This debriefing can follow the civilian 14 critical inci¬ 
dent stress debriefing model, the Marshall historical 
group debriefing model, 15 or several other variations. 

Overall Postoperational Review Process 

For the psychiatrist, valuable lessons may be 
learned from the incident regarding terrorist pat¬ 
terns of behavior and their impact on the victims 
and law enforcement personnel. He will also have 
an opportunity to assess the efficacy of his evalua¬ 
tion techniques and the success of his psychological 
management tactics. He may also be called on to 
comment on the performance of personnel placed 
under stress and to work out measures for improv¬ 
ing his performance. 16 

Research on Terrorist Violence 

The public media attention to terrorist activities 
continues to be provoked by terrorist abuses, indi¬ 
cating the need for mental health professionals to 
undertake further inquiries into this highly emo¬ 
tional subject. Research into this topic may improve 
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techniques for threat evaluation and the conducting 
of hostage negotiations, serve to clarify the role of 
the psychiatrist as an adviser in the team, and help 
devise interventions for hostages who suffer post- 
traumatic reactions or persistent symptoms from 
their ordeals. 

Other areas of involvement that require explora¬ 
tion are the acute and ongoing psychological needs 
and supports for the victims and the negotiating 
team. For example, one way of enhancing a victims' 


self-control during a hostage-holding incident is to 
provide advance consideration of the prospect of 
victimization. Ensuring his continued survival may 
depend on an appropriate behavior pattern based 
on understanding the psychological relationship 
between a captor and a victim . 17-19 A particularly 
vulnerable group of potential victims are diplo¬ 
matic mission personnel, and following the Iranian 
hostages situation, many U.S. diplomats received 
ongoing training in this area. 


THE AFTERMATH OF A TERRORIST INCIDENT 


The conclusion of a terrorist incident may not 
mean the real ending of the affair for the psychia¬ 
trist. With the apprehension of the terrorist, the 
psychiatrist will most probably be called on to tes¬ 
tify in court as to the sanity of or other testimony 
about the prisoner. By the very nature of his act, the 
terrorist raises the suspicion of harboring a mental 
illness or serious personality disorder. Those diag¬ 


nosed as psychopathic in particular produce ambi¬ 
guity. The lay public and sometimes the judiciary 
are often prejudiced one way or another on hearing 
such a classification . 10 But in the final analysis, the 
sentencing of either a psychotic or psychopathic 
terrorist should follow the letter of the law with the 
provision that appropriate treatment be provided if 
it is needed. 


SUMMARY AND CONCLUSION 


In the roles outlined above, it becomes apparent 
that the psychiatrist plays an active, interventionist 
role quite different from traditional office practice 
but quite similar to that of the combat psychiatrist. 
Like the transient, situationally induced malfunc¬ 
tions of combat, the stress-induced responses of all 
participants in a terrorist event will respond to an 
expectancy of return to normalcy, particularly when 
physiological needs have been restored and a cen¬ 
tral policy of intervention has been utilized. The 
logistics of the situation generally determine the 
proximity to the arena of action, and proximity. 


therefore, characterizes interventions taken both in 
terrorist incidents and combat. 

In this chapter, we have attempted to bring into 
focus the psychiatric aspects of one of the 
sociopolitical phenomena of today's world and have 
briefly outlined some areas in which the psychia¬ 
trist—especially one working within the armed 
forces—may find himself a participating member. 
There is still much to be learned. Terrorism is a 
constantly changing phenomenon in form and in¬ 
tensity, and accordingly, the response to it must 
remain in dynamic flux. 
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INTRODUCTION 


The principles of treating combat stress casual¬ 
ties were derived empirically during World War I 1 
although their anlage can be seen in the treatment of 
nostalgia developed by Larrey as quoted in Rosen 2 
during the Napoleonic Wars. These principles for 
treating the acute, situational-induced symptoms 
of combat stress can be usefully applied to the 
handling of stress experienced by hostages. The 
role of the mental health worker in a hostage situa¬ 
tion, however, is of broader scope than just treating 
the victims. This chapter will address that role dur¬ 
ing the various phases of hostage negotiation. 

Hostage negotiation as a legitimate strategy 
for handling certain forms of criminal behavior is 
of relatively recent origin. Following the terror¬ 
ist attack at the 1972 Munich Olympics, the New 


York Police Department (NYPD) 3 pioneered the 
development of the principles and techniques of 
hostage negotiation under the leadership of 
Harvey Schlossberg, Ph.D., a psychologist who 
had been an NYPD patrolman. His work was 
furthered by collaboration with another NYPD 
officer, Frank A. Bolz. 4,5 Since then, others rang¬ 
ing from psychiatrists 6 to labor negotiators 3 have 
added to the current consensus on how such 
situations should be handled. The first applica¬ 
tion of formal hostage-negotiation techniques 
developed by the NYPD occurred during the take¬ 
over of a sporting goods store by African-Ameri¬ 
can Muslims in January 1973. 3 Since then, there 
have been numerous, almost always successful, 
negotiations. 3 


TYPES OF HOSTAGE SITUATIONS 


There appear to be three main types of hostage 
situations that differ according to the personalities 
and intentions and, to some extent, the victims of 
the hostage taker. Because these differences are 
relevant to the negotiation, they will be addressed 
briefly. 

Criminal 

With the advent of the widespread usage of silent 
alarm warning systems in the United States, crimi¬ 
nals caught in the criminal act have become a major 
source of hostage taking. The purpose of the hos¬ 
tage taker is to escape from the law and the victims 
are likely to be a cross-section of middle-class per¬ 
sons who work at or frequent banks or stores. 3 
Another hostage situation involving criminals can 
occur during riots in prisons. In these situations, the 
hostage takers are likely to be multiple and include 
a range of criminal backgrounds; the hostages may 
include unlucky visitors in addition to prison guards 
or authorities against whom some prisoners may 
hold grudges. 

The hostage-taker personality type is likely to be 
antisocial or inadequate and immature. The nego¬ 
tiator advantage is that such individuals are usually 
acting out of their own rational self-interest so that 
harm to the hostages may be less likely. Disadvan¬ 
tages in the case of the antisocial, in particular, are 


that he seldom develops positive feelings toward 
his captives, and he may have an extensive prior 
criminal record so that he feels he has nothing to 
lose by further violence. In addition, the antisocial, 
like some terrorists, usually has a callous disregard 
for his captives. 3,7 

The immature or inadequate criminal is more 
likely to develop positive feelings toward captives 
and is likely to be inept, giving hostages more 
chances to escape. Disadvantages of negotiating 
with the immature hostage taker are that his de¬ 
mands tend to be exorbitant, and his own inepti¬ 
tude may lead to unintended violence. 3 

Domestic 

The victims of the domestic hostage taker are 
usually relatives, often spouses and children; how¬ 
ever, friends and suspected lovers may become 
captives. 5 Such hostage takers often suffer from 
severe mental illness rather than personality disor¬ 
ders, making them less amenable to rational dis¬ 
course. In addition, in some cases, particularly those 
in which the captor is severely depressed, the hos¬ 
tage-taking incident often shades into a suicidal or 
homicidal/suicidal act. 3 

Often hostage takers in domestic situations are 
found to have schizophrenic and bipolar illnesses, 
especially when paranoid thinking is present. In 
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such cases, imagined enemies, public officials, and 
innocent bystanders are frequent victims. 3 

Unlike the inadequate personality who makes 
exorbitant demands, the antisocial who makes mod¬ 
erate demands or the depressed person who usu¬ 
ally makes no demands other than to be left alone, 
the paranoid schizophrenic makes strange demands. 
In January 1976, Miklos Petrovicks, a hostage taker 
later found to be mentally ill, was called "the bird¬ 
seed bandit" because of his demands that tons of 
birdseed be distributed at banks in Los Angeles. 3 

Terrorist 

There have been few terrorist hostage-taking in¬ 
cidents in the United States; however, many Ameri¬ 
cans stationed in other countries have been such 
victims. Only three groups, the Puerto Rican na¬ 
tionalists Fuerza Allianza Libertad Nacional 
(FALN), the Croatian nationalists, and the Cuban 
Freedom Fighters have been active in the United 
States. There have also been sporadic incidents such 
as the Symbionese Liberation Army abduction of 
Patricia Hearst, 8 the Hanafi Muslim takeover of 
federal government offices, 9 the Jewish Defense 
League activities, 10 and the 1993 World Trade Cen¬ 
ter bombing in New York City by Muslim funda¬ 
mentalists. 11 Federal Bureau of Investigation (FBI) 


studies 7 have revealed a fairly standard organiza¬ 
tional profile of terrorist groups. The leader is 
usually an ideologue, often of upper class or 
middle-class upbringing, usually considered to 
be honest and upright, although ruthless, and 
usually well-educated. The leader furnishes the 
ideological rationale for the terrorist activities. 
In the FALN, the leadership includes college pro¬ 
fessors and lawyers. 3,7 

Followers frequently use the group as a family 
substitute. They may be quite dedicated but have 
usually been "losers" in life with immature person¬ 
alities, job instability, and sexual problems. The 
third element, which often plays a leadership role 
during incidents of violence, is primarily criminal, 
usually with antisocial tendencies. In the 
Symbionese Liberation Army, this figure was 
Cinque, a man with a long criminal record. 3,7 

The motives of the terrorist are usually quite 
different from those of the common criminal, such 
as a Mafia "enforcer," although the method is simi¬ 
lar—coercion of others by inducing overwhelming 
fear (terror). The victim is an integral part of the 
attack and is often chosen for purposes of demon¬ 
strating the impotence of constituted authority. For 
this reason, the innocent are as likely, or even more 
likely because they are unprotected, to be victims as 
those in authority. 3,7 


PRINCIPLES OF HOSTAGE NEGOTIATION 


Two assumptions make hostage negotiations dif¬ 
fer from other forms of kidnapping: (1) confronta¬ 
tion is necessary; that is, the hostage taker is poten¬ 
tially within the control of the law enforcement 
agency with reasonably direct communication with 
him being possible; and (2) it is not in the criminal's 
interest to do violence to the hostage. 

When hostages have been taken, one or more of 
several courses of action by law enforcement per¬ 
sonnel are possible. These possibilities are listed 
below in decreasing order of preference: 

• Contain, isolate, and negotiate. 

• Contain, isolate, and demand surrender. 

• Use chemical agents to flush out. 

• Use sharpshooters to wound or kill. 

• Assault the barricaded hostage taker. 

Negotiation, the first alternative, will result in 
the safe release of hostages in 97% of cases. 3 The 
failure of this alternative can later allow escalation 


to the other more dangerous (for police and hostages) 
alternatives. In a study 3 of a number of incidents in 
which assault was the alternative chosen, 65 hostages 
and 355 law enforcement agents were involved. As¬ 
sault resulted in the deaths of 3% of participants 
during negotiations, and 12% died during assaults. 
One problem with the use of sharpshooters is that the 
hostage taker may have or claim to have a bomb. 3 

Chemical agents produce risks of fires (for ex¬ 
ample, the Symbionese Liberation Army home was 
probably burned down from ignition by a tear gas 
grenade at a time when Patricia Hearst was still 
thought to be a hostage 3 ), chemical pneumonia and 
respiratory problems among hostages, and risks the 
deaths of hostages because chemicals work too 
slowly to incapacitate the hostage taker before he 
has a chance to kill the hostages. In addition, in 
these times of specialization, some hostage takers 
may have gas masks. Similarly, a demand for sur¬ 
render can push the hostage taker into violence 
directed at hostages. 
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Hostage reactions are similar to those of disaster 
victims, with three types described by Tyhurst. 12 
These may be universal responses to sudden, unex¬ 
pected, life-disrupting events: 

1. Effectives may take independent action dan¬ 
gerous to the group. 

2. Ineffectives, those who are hysterical or agi¬ 
tated, mainly pose a danger to themselves 
by irritating the hostage taker. 

3. Dependents readily develop the Stockholm 
syndrome; they do what they are told to do. 3 


The Stockholm syndrome refers to the positive 
feelings that develop on the part of the hostages 
toward their captor which engender similar posi¬ 
tive feelings by the captor toward his captives. 3 It is 
the task of the hostage negotiator to try to encour¬ 
age development of the dependent category be¬ 
cause experience has shown them to be most likely 
to survive. Interestingly, the effectives and 
ineffectives do best in the long run (if they survive); 
the Stockholm syndrome usually does not develop 
in them. 3 


THE NEGOTIATION 


The hostage negotiator should be a relatively 
junior law enforcement officer who is in good physi¬ 
cal health, is good with words, and is of rather 
placid temperament. If he is of higher rank, he may 
not be able to stall for time by claiming a need to 
consult with a superior; that is, he will have too 
much authority to make decisions. Also senior offi¬ 
cials generally do not have the desired placid tem¬ 
perament; if they did, they would not have become 
senior officials. 3 

The basic approach of the negotiator is to stall for 
time until the fundamental human needs, both bio¬ 
logical and psychological, will force the hostage 
taker to make concessions. The skillful use of time 
will also reduce anxiety and increase rationality in 
the hostage taker, which should reduce his expecta¬ 
tions. Time will frequently produce rapport be¬ 
tween the hostage taker and negotiator, thus in¬ 
creasing the negotiator's ability to influence the 
hostage taker. Finally, time will often allow the 
formation of the Stockholm syndrome. 

An unfortunate but inevitable additional ele¬ 
ment of the Stockholm syndrome is the formation of 
negative feelings of the hostages toward law en¬ 
forcement personnel. The negotiator, nevertheless, 
attempts to foster the Stockholm syndrome because 
it becomes a powerful factor in the survival of the 
hostages. The development of the Stockholm syn¬ 
drome is a normal, survival-oriented adaptation to 
an abnormal situation. This tendency to cling to a 
person who has the power of life or death over one 
may have roots in the instinctual behavior of man's 
hominid ancestors, 13 and this same instinctual ma¬ 
trix may account for similar behavior on the part of 
battered spouses and children. 314 

The negotiator may foster this development by 
asking about hostages through the hostage taker 
and by furnishing bulk food that requires the captor 


and captives to work together in its preparation. 
Similarly, the hostage taker may be induced to 
become responsible for disbursement of medica¬ 
tions to hostages who often have stress-induced 
medical problems. Because he can prescribe medi¬ 
cations, the psychiatric consultant is of particular 
value in this situation. 

Other than stalling for time during which bio¬ 
logical and psychological variables can be manipu¬ 
lated, the negotiator has certain guidelines to fol¬ 
low with regard to handling demands, including 
those from the media. These guidelines take into 
account the police priorities (established by the 
NYPD) and are listed below. 

1. Preserve the lives of the hostages, the public, 
police, and hostage taker. 

2. Apprehend hostage taker. 

3. Recover and protect property. 

Experience 3,4 has shown in terms of the demands 
made by hostage takers that some items are nego¬ 
tiable and some are not. These demands are listed in 
Table 17-1. 

Regarding hostage demands, the negotiator at¬ 
tempts to avoid giving anything without getting 
some concessions in return, avoids suggesting pos¬ 
sible demands, avoids offering anything unless it is 
requested, avoids giving more than is requested, 
and avoids dismissing any demand as being trivial. 
In terms of the developing biological needs, food, 
water, and amenities (such as portable toilets, air 
conditioning, and so forth) become preeminent and 
should not be given away without gaining conces¬ 
sions despite one's humanitarian impulses. 

Alcoholic beverages are frequently requested by 
criminal hostage takers and usually they should not 
be given unless it is known that the hostage taker's 
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TABLE 17-1 

HOSTAGE TAKER DEMANDS 


ITEM 

NEGOTIABLE 

SITUATIONAL 

NONNEGOTIABLE 

Food 

X 



Water 

X 



Amenities 

X 



Money 

Alcohol 

X 

X 


Transportation 


X 


Media Coverage 
Weapons 


X 

X 

Exchange Hostages 



X 


Source: Adapted with permission from Lancely F, DeSarno J. Advanced Hostage Negotiation Course. Quantico, Va: FBI Academy; 
11-22 January 1982. 


response to alcohol is benign, such as falling 
asleep. 3 Transportation is usually demanded, and, 
if given, frequently creates problems in com¬ 
mand (who is in charge—local, military, federal, 
or airline officials), in communication (telephones 
and other systems may not be available), and in 
control (the captor may escape and continue to 
keep the hostages). 3 

If possible, demands for media coverage should 
only be met after the hostage taker has surrendered. 
Crowd control can become a very serious problem 
and can produce unnecessary loss of life. Media 
coverage can exacerbate this problem as well as 
create problems in the negotiation. For example, 
television reports showing heavily armed special 
weapons and tactics (SWAT) teams can deter a 
subject from surrendering. 3 

Although the hostage taker is not told so (he is 
stalled), weapons and exchange of hostages (with 
rare exceptions) are not negotiable demands. The 
reason for not giving weapons is obvious; however, 
the rationale for not exchanging hostages is not so 
obvious. For example, some countries may consider 
giving hostages in exchange for visiting dignitaries 
taken hostage to avoid involving friendly countries 
in a terrorist incident and also to use this exchange 
as a sign of good faith during the negotiations. The 
reasons for not exchanging, however, are persua¬ 
sive and have to do with the willingness of the 


hostage taker to kill those under his control or 
himself. 

The hostage taker may feel less guilt in killing a 
law enforcement official than an innocent bystander 
whom he has captured. Killing an authority may be 
more likely also in terms of the hostage taker's self¬ 
esteem; that is, more prestige is associated with 
killing a policeman or government official. The 
person demanded by the hostage taker may well be 
someone whom he wishes to kill but otherwise does 
not have the opportunity. Even if the person re¬ 
quested is a relative, especially a spouse, this per¬ 
son may be the desired victim or the deranged 
hostage taker may wish the person demanded to be 
present as an audience for his suicide. The presence 
of persons significant to the participants may, at 
minimum, increase the tension level and hinder one 
of the aims of the negotiation, decreasing tension 
and increasing rationality. The exchanged person 
can also increase the tension level if he is a trained 
law enforcement official because he will be viewed 
as a greater threat. 

Finally, even if the exchanged person would not 
increase tension for reasons mentioned, he would 
still disrupt the nascent development of the 
Stockholm syndrome. Probably such exchanges 
should only be made in desperate circumstances in 
which the exchange is used as a ploy in anticipation 
of an assault operation. 


MENTAL HEALTH PROFESSIONALS AND HOSTAGE NEGOTIATION 


The military mental health professional is likely 
to be called on during hostage-negotiation proce¬ 


dures because of availability and presumed knowl¬ 
edge of crisis situations. It is important for the 
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professional to be familiar with the basic principles 
of hostage negotiation outlined above and of the 
usages to which his expertise can best be put. It is 
also important for him to know how he should not 
be utilized. In a recent misuse of a mental health 
professional, a well-known Baltimore psychiatrist 
was asked by police to approach an airplane hi¬ 
jacker face-to-face and unprotected. 15 The mental 
health professional must remain in the consultant 
role except, perhaps, in the rare instance in which 
the hostage taker is his patient. The professional 
rarely has the knowledge of police resources and 
methodology or has the correct temperament for 
the hostage-negotiator role. 3 

In the consultant role, he can offer expert advice 
about the psychological and, if a psychiatrist, the 
medical aspects of the situation. He can usually 
help the negotiator to understand which of the 
personality types or illnesses are found in the hos¬ 
tage taker and possible responses that can be ex¬ 
pected. For example, he can often advise of the need 
for immediate gratification and low frustration tol¬ 
erance of the antisocial, the suspiciousness of inno¬ 
cent actions of the paranoid, and the degree of 
suicidal potential of the depressed hostage taker. 
He can also help arrange for appropriate treatment 
of a mentally ill hostage taker and occasionally may 
even begin that treatment during negotiations. 

As an observer of the effects of stress and fatigue 
on the negotiator and other team members, he can 
warn of the loss of objectivity and need for replace¬ 
ment. In addition, the expertise of the negotiator is 
widely variable ranging from very sophisticated, 
trained negotiators to first-time rookies. He can aid 
the latter negotiator to understand the negotiation 
process and its expected course. 

The mental health professional may also play a 
role during the negotiation in helping to relieve the 
distress of relatives of the participants, especially of 
the hostages. This role is primarily in terms of 
support, reassurance, and sometimes anxiolytic 
medication. In prolonged situations such as those 
that occurred in the capture of the USS Pueblo by 
North Korea 16 or the takeover of the U.S. Embassy in 
Iran, this can be a most important role. 17 Further, in 


such prolonged incarcerations, mental health per¬ 
sonnel are important in planning the decompres¬ 
sion (initial release) and follow-up handling of such 
hostages and families. Even after brief episodes, 
postincident help may be appropriate, particularly 
in ameliorating the unwanted aspects of the 
Stockholm syndrome. 

The application of combat psychiatric principles 18 
is most appropriate in handling the victims of a 
hostage taking. They begin with treating as proxi- 
mally and quickly as possible (proximity and im¬ 
mediacy). With hostages, this treatment starts with 
a "decompression" period, immediately after re¬ 
lease, allowing a respite from demands and respon¬ 
sibilities. This initial intervention is brief and in¬ 
volves physiological restoration through rest, sleep, 
and alimentation. Complicated psychodynamic for¬ 
mulations are avoided to make the point that the 
victim is not ill but had a normal reaction to the 
circumstances (principle of simplicity). This ap¬ 
proach is especially important if the victim has guilt 
about "collaborating" with the hostage taker to 
save his own life and "survivor guilt" if deaths have 
occurred. 

Critical incident stress debriefing 19 or historical 
group debriefing 20 to abreact, clarify, reconcile, and 
gain cognitive mastery over the traumatic memo¬ 
ries may be useful. This debriefing can be done one- 
on-one with individual victims and, even better, in 
groups with multiple hostages. It is also worth¬ 
while for the negotiator teams, SWAT teams, snip¬ 
ers, and medical caregivers, especially if the inci¬ 
dent did not resolve happily. 

These interventions should create an expectation 
that the individual is normal and will quickly re¬ 
turn to normal functioning (principle of expect¬ 
ancy). The expectation of compensation, on the other 
hand, even if only in the form of special consider¬ 
ation, can undermine this approach and lead to 
disability. 

The final principle of centrality, or echelon treat¬ 
ment, is important because the natural supports in 
the victim's environment are substituted for the 
mental health worker as soon as possible to avoid 
the development of a dependent relationship. 


SUMMARY AND CONCLUSION 


In summary, a body of knowledge exists concern¬ 
ing the personality types of hostage takers and the 
psychological responses of their victims. Mastery of 
this knowledge and application of principles derived 


from the treatment of combat psychiatric casualties 
will allow the mental health professional to play a 
variety of roles in the various phases of a hostage nego¬ 
tiation, drawing on his expertise in human behavior. 
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INTRODUCTION 


This chapter describes the characteristics of mili¬ 
tary communities and their responses to disasters. 
The Gander air disaster is explored in depth to 
exemplify the mental health approaches to han¬ 
dling such disasters and possible applications to 
combat stress. 

Military Communities as Gemeinschaft 

In the last several decades, many social and eco¬ 
nomic changes have occurred that seem to have 
predicted the end of the small, tightly knit commu¬ 
nity. It is now unusual for one's neighbors to also be 
one's friends or coworkers. Especially in metropoli¬ 
tan areas, people commute over longer and longer 
distances to get to work. Communities-of-place 
where people live, work, and socialize together are 
increasingly uncommon. Sarason 1 has described 
these and other social changes as resulting in a 
damaging loss of the psychological sense of com¬ 
munity that is important to human well-being. 

Sociologists have described in greater depth the 
changes that have led to a loss of the traditional 
sense of community, changes that primarily have to 
do with increased industrialization and the shift 
away from agrarian-based economies and lifestyles. 
Tonnies 2 provides the useful concepts of 
gemeinschaft, or communities involving implicit 
bonds, common values, and mutual dependency, 
and gesellschaft, communities where relationships 
are rule-bound, formalized, and explicit. Durkheim 3 
made a similar distinction between an earlier form 
of community, mechanical solidarity, based on shared 
customs, beliefs, and face-to-face interactions, and 
the more recent organic solidarity, based on the inter¬ 
dependence of functionally distinct units in a soci¬ 
ety marked by specialization and division of labor. 
For Durkheim, more so than for Tonnies, the roots 
of the earlier, more basic form of community are 
thought to persist, providing an essential frame¬ 
work for social solidarity even as society changes 
and becomes more specialized. 4 For Tonnies, 
gemeinschaft communities are essentially a thing of 
the past because societies have grown larger and 
more industrialized. 

Military communities in some ways provide an 
exception to this rule, still appearing as more 
gemeinschaft than gesellschaft in quality. Such com¬ 
munities encompass the families of military per¬ 


sonnel assigned to a particular locale or post, as 
well as nonmilitary workers engaged in providing 
goods and services for military members and their 
families. Unlike most modern civilian communi¬ 
ties, members of military communities are distinc¬ 
tively bound together by a common overall work 
mission and by a concentration of services, homes, 
and activities in a well-defined geographic space, 
the traditional military post. 

Despite their unusual qualities, it would be naive 
to consider modern military communities as strictly 
gemeinschaft; they are marked by the same division 
of labor and formalized and highly individuated 
roles as pertain in modern nonmilitary communi¬ 
ties. Still, the lines of gemeinschaft (or mechanical 
solidarity) are still quite strong in military commu¬ 
nities. Unlike modern American nonmilitary com¬ 
munities, which increasingly appear as fragmented 
collections of strangers, American military posts 
are usually self-contained communities-of-place, 
with well-defined borders and clear rules of mem¬ 
bership. Members of such communities usually re¬ 
side on or near post, where they have military and 
community facilities to meet most of their needs 
(that is, schools, banks, commissary, child-care ser¬ 
vices, automobile service stations, restaurants, post 
office, bowling alley, and so forth). This is particu¬ 
larly true in overseas and rural posts. Consequently, 
there is more face-to-face contact among members 
of military communities. 

Still, it is important to remember that military 
communities are not immutable, and they are not 
isolated from the larger communities in which they 
are embedded. Military families come and go; ser¬ 
vice members must move to new assignments every 
few years. Military communities also have various 
ties to surrounding civilian communities. The most 
apparent links are based on economic exchange. 
Many service members live in offpost housing, pay¬ 
ing rent to local landlords and interacting with 
nonmilitary neighbors. Military family members 
often hold jobs in the civilian sector. Goods and 
services not available on post (for example, cars, 
furniture, certain banking services, and entertain¬ 
ment) are purchased from nearby civilian establish¬ 
ments. Thus, a significant amount of economic and 
social exchange occurs between military communi¬ 
ties and their surrounding civilian communities. 
Members of a military community are members of 
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other communities as well, with religious, political, 
social, and family ties that extend far beyond the post 
borders. The modern military community is united 
with larger, superordinate communities at the local, 
state, national, and world levels through the power of 
print and broadcast media, especially television. Still, 
the military community retains more gemeinschaft 
qualities of organization than, perhaps, any other 
large type of American community today. As will be 
discussed in the sections to follow, this aspect of social 
organization may have important consequences for 
how the military community responds to disaster. 

Disaster and the Military Community 

Even during peacetime, the military occupa¬ 
tion entails unusual risks. Military communities 

THE GANDER 

The Fatal Crash 

On December 12,1985, a jet chartered by the U.S. 
Army stopped at Gander, Newfoundland, to refuel. 
The flight was carrying 248 soldiers home to Fort 
Campbell, Kentucky, following 6 months of peace¬ 
keeping duty in the Sinai. This flight was the second 
of three flights transporting soldiers back to the 
United States. After refueling in somewhat icy con¬ 
ditions, the heavily loaded DC-8 departed for its 
final destination. Fort Campbell. Shortly after take¬ 
off, the plane apparently stalled, lost altitude, and 
rolled sharply to the right. As it crashed into the 
heavily forested terrain, the aircraft disintegrated, 
and fuel tanks exploded, scattering bodies and de¬ 
bris over a wide area. Subsequent fires burned for 
over 14 hours, while a blizzard covered the crash 
site with snow and ice. 5 

Early Aftermath 

At Fort Campbell, some of the families had al¬ 
ready assembled at the airfield to welcome the 
soldiers home for the Christmas holiday. Word of 
the tragedy reached the Brigade Headquarters at 
Fort Campbell about 1 hour after the crash. During 
the next several hours, efforts to confirm the 
flight manifest were initiated while families were 
asked to assemble in the gymnasium. There, the 
Brigade Commander announced that while the 
report was still unconfirmed, the awaited plane 
had apparently crashed in Canada, leaving no 
survivors. 5 


routinely confront the loss of some community 
members through fatal training accidents and, 
somewhat less commonly, large-scale air disas¬ 
ters or terrorist attacks. 5 Such traumatic inci¬ 
dents require individuals and whole communi¬ 
ties to adjust to sudden, unexpected, and 
sometimes massive loss. Through their actions 
before and after a disaster, military psychiatrists 
and mental health workers can influence the 
course of recovery in either a positive or negative 
direction. In December 1985, a U.S. Army trans¬ 
port plane crashed in Canada, killing all 248 
soldiers on board. This military disaster pro¬ 
vided an opportunity to explore responses to 
trauma in the military community and to observe 
the effects of various interventions. 

IR DISASTER 

U.S. officials worked together with Canadian 
authorities to organize crash-site search and recov¬ 
ery operations. Recovery of remains from the site 
was a long and gruesome process. The fire that 
followed the crash had melted snow on the ground, 
which later froze solid over bodies, body parts, and 
debris. It was necessary to erect heated tents to free 
remains from the ice. The smell of burnt and rotting 
flesh mixed with jet fuel was overpowering for 
many of the people working in these enclosures. 
Once recovered, bodies were flown to the mortuary 
at Dover Air Force Base in Delaware for autopsy 
and identification. This process continued for nearly 
3 months and eventually involved over 120 profes¬ 
sional workers and 400 volunteers. 5 

In addition to various support personnel, the 
army death toll included fully one-third of the in¬ 
fantry peace-keeping battalion. The Gander crash 
represents the largest single-incident loss to a bat¬ 
talion in U.S. Army history and the worst aviation 
disaster ever on Canadian soil. Approximately one- 
third of the dead were married and had maintained 
homes at Fort Campbell. Thirty-six children were 
left fatherless. 5 

In the first days following the crash, several me¬ 
morial ceremonies were held at Fort Campbell, with 
specialized services provided for bereaved families 
and friends. The devastated battalion was reconsti¬ 
tuted over the Christmas holidays and resumed nor¬ 
mal training activities about 2 weeks after Christmas. 
It was nearly 3 months after the crash before the last 
set of remains was positively identified at Dover Air 
Force Base and returned to the family for burial. 5 
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Disaster in Two Communities 

Although not a "typical" community disaster— 
involving destruction of homes and disruption of 
essential services—the Gander crash was a human 
disaster for both the military communities of Dover 
Air Force Base and Fort Campbell. At Dover, the 
large number of bodies commanded the attention 
and resources of the entire community for over 2 
months. Even those who were not directly involved 
in morgue operations were called on in a variety of 
ways to respond to the influx of outsiders and the 
special demands this placed on local supplies and 
services. Several major planned activities were post¬ 
poned or canceled. Intensive media scrutiny en¬ 
sured that the entire community was aware of the 
progress (or lack thereof) in body identifications. 
Children, teachers, parents, and clergy discussed 
the crash itself, the horrific condition of the bodies, 
the body identification process, the media, and other 
matters related to the tragedy. 5 

That the event was a major community disaster 
for Fort Campbell is also clear. Unlike many air 
disasters in which the victims are strangers from 
scattered locations, these soldiers all lived and 
worked together at Fort Campbell for nearly 2 years. 
Even for those not personal friends or relatives of 
the dead, there is still a close affinity and identifica¬ 
tion with them that derive from a shared occupa¬ 
tion, lifestyle, and organizational commitment. Not 
just relatives, but the entire post community was 
shocked by the news and experienced a collective 
blow. In the hours and days immediately following 
the crash, all nonessential activities around the post 
ceased while attention focused on dealing with the 
crisis. Regular schedules were suspended, and a 
series of special responses were initiated. Planned 
community Christmas activities were canceled or 
radically modified. Quarantelli 6 defines commu¬ 
nity disaster as a collective, extreme stress situation 
disruptive to a community. By this definition, the 
Gander crash was undoubtedly a community disas¬ 
ter for Fort Campbell. 5 

We examine responses to the Gander crash at the 
two military posts most directly affected, Dover Air 
Force Base and Fort Campbell. We consider these 
communities as essentially gemeinschaft in quality, a 
perspective that we feel is very helpful in identify¬ 
ing effective intervention strategies to facilitate 
healthy community recovery from disaster. The 
data on which this report is based come from inter¬ 
views and observations collected over the 6 months 
following the crash. During the first 4 weeks, mem¬ 


bers of the research team observed events and reac¬ 
tions at both locations. Members of the research 
team in addition to the authors were Larry H. 
Ingraham, Christine Russell, Mark A. Vaitkus, Rob¬ 
ert J. Ursano, Carol Fullerton, and Raymond 
Cervantes. Activities at Fort Campbell were ob¬ 
served during the first week after the crash and 
again during week four. Activities at Dover Air 
Force Base, including inside the mortuary, were 
observed for 3 day-long periods spread over the 
first 4 weeks after the crash. Observers functioned 
unobtrusively as much as possible, focusing on 
behaviors and events and recording observations in 
notebooks. Approximately 65 hours of observations 
were recorded at Dover during this period and 150 
hours at Fort Campbell. These observations were 
assembled and integrated during field meetings of 
the research team held at Fort Campbell and team 
meetings held at Walter Reed Army Institute of 
Research following data collection. 

Following this observation period, indepth inter¬ 
views were conducted at both locations over the 2- 
to 6-month period after the crash. Specific individu¬ 
als and groups known to have been intimately in¬ 
volved and affected by events were targeted for 
interview. The interview procedure followed a de¬ 
briefing format, which encourages a chronological 
recounting of events as well as related thoughts, 
feelings, and actions of respondents. 7 Approximately 
60 individuals from Dover were interviewed and 85 
from Fort Campbell. These included both military 
and civilian community leaders, unit commanders, 
mental health workers, community support pro¬ 
viders (for example, post Red Cross and Army 
Community Service workers), chaplains, medical 
personnel, morgue workers, casualty workers, wid¬ 
ows, soldiers, and friends of the dead. See Wright, 5 
Bartone, 8 and Ursano 9 for some of the original inter¬ 
view source material. 

Dover Air Force Base 

Dover Air Force Base, the Department of Defense 
port mortuary on the east coast, was selected as the 
site for processing of remains. The Gander crash 
occurred on Thursday; the first bodies arrived at 
Dover the following Monday. Body carrying cases 
continued to arrive for the next 3 weeks. Each flight 
carrying bodies from Gander was met by a full 
ceremonial honor guard to unload the flag-draped 
coffins. Once inside the mortuary, the cases were 
opened, and the contents carefully examined and 
catalogued. Each set of remains was then processed 


282 


Psychiatric Effects of Disaster in the Military Community 


through a series of workstations in a morgue that 
had been specially configured for this task. 

The attentions of three groups from outside the 
community converged on Dover. One was the news 
media. The Gander crash was a national news event, 
and some reporters went so far as to fly over the 
morgue in a hot-air balloon to take photographs of 
the operation. Next were various officials from the 
army, air force, and other government agencies 
based in Washington, DC. Many conflicting direc¬ 
tives were issued by these outside officials who 
claimed authority in the situation. Initially there 
was some confusion because of the magnitude of 
the disaster itself, and thus, during those first days, 
time and energy of the Dover Air Force Base person¬ 
nel were spent satisfying the demands of high- 
ranking visitors who came through to briefly ob¬ 
serve the operation. Finally, many families and 
friends of the dead converged on Dover. Some trav¬ 
elled to the post and asked to view the remains of 
their loved one. Many telephoned seeking informa¬ 
tion. Fritz observed that such "convergence 
behavior" 10(p678) was very common in disaster situa¬ 
tions and often greatly complicates problems of 
coordination and control. 

It is difficult for anyone not present to imagine 
the horror of the scene in the "body room" of the 
mortuary. In the words of one volunteer worker: 

We did not have enough bits and pieces for 256 
people. . . . The entire back of the mortuary had 
transfer cases lined up. Every one of the transfer 
cases and body bags were opened. There were 50 
remains there. There was a big wall with a black¬ 
board that had charts on it. As they opened up the 
casket, they would look at the chart and give it a 
number and draw a picture of the torso on the 
board. They would scratch out on a torso what was 
missing. When a leg was found, they would go back 
and see which one of the torsos was missing a leg 
and see if it would match. It was very gruesome. We 
were standing there surrounded by gross remains. 
They had various degrees of completeness, and all 
of them were burned beyond recognition. 

There were so many of them, and we were right 
amongst them. It was very depressing.... In the first 
several days, there was a captain whose upper torso 
was intact. He was in the mortuary on a table for 2 
months. We eventually found his legs and put them 
in a box with him. 

Observation and interview data document com¬ 
mon stress-related symptoms and problems among 
the morgue workers. These are described in more 


detail elsewhere. 5,9,11 The reactions most commonly 
observed and reported were trouble sleeping, fright¬ 
ening nightmares, depression, jumpiness, dizziness, 
shaking and trembling, fear of losing control, nau¬ 
sea, a sense of choking, washing compulsions, and 
heavy alcohol consumption. Problems appeared 
more common among volunteer morgue workers 
(who were also younger) than among pathologists 
and other medical professionals. Regarding eating 
problems, the following was reported by a supervisor 
of "body handlers" (volunteer morgue workers): 

The first night someone made the mistake of serving 
roast beef. Body handlers do not want to eat barbe¬ 
cued ribs. We eat right on the scene. I had to review 
the menu myself. 

Even experienced professionals were not immune 
from such reactions: 

Dr. (X) of AFIP (Armed Forces Institute of Pathol¬ 
ogy) cannot eat barbecued chicken to this day. Dr. 
(Y) cannot eat barbecued ribs, and the dental sur¬ 
geon in the (UNIT) cannot eat barbecued food. 

Several cases of acute stress reaction in the morgue 
were so severe the workers had to be relieved by 
their supervisors. Over the next 6 months, there 
were three documented cases of post-traumatic 
stress disorder at Dover Air Force Base related to 
the Gander morgue operation. And although there 
is no definitive connection to the Gander disaster, a 
mini-epidemic of suicides and suicide attempts oc¬ 
curred among Dover community adolescents about 
3 months after the crash. 

Fort Campbell 

The residents of Fort Campbell were physically 
far removed from the grim scenes of the Dover 
mortuary, a circumstance that contributed to an air 
of unreality in the community. Initial reactions were 
primarily disbelief and shock. Less than Dover, the 
post community still became an object of media 
attention. Families were of primary concern. There 
was a memorial service on Monday attended by 
President and Mrs. Reagan, the Secretary of the 
Army, and other dignitaries. The overwhelming 
sense was one of loss felt by the entire commu¬ 
nity, accompanied by an outpouring of concern 
for families and friends. Fort Campbell did not 
appear to experience the confusion in channels of 
authority and control seen in the early phase at 
Dover. 
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A sensitive, charismatic, and highly respected 
commanding general of the division and post as¬ 
serted leadership and control from the beginning. 
He mobilized his staff with clear directions regard¬ 
ing what their actions should be. In several timely 
public appearances and news conferences, he shared 
his views and guidance, affirming his leadership 
role in the crisis. This pattern was repeated by key 
subordinate leaders so that a consistent message 
was broadcast to the post community. The essence 
of this message was as follows: 

• We must first care for the grieving families. 

• We must recover and pay homage to our 
dead comrades. 

• We must experience and accept our own 
pain and help each other deal with it. 

• We must direct our energies to the continu¬ 
ing mission with renewed commitment and 
dedication. 

This message was reinforced by the example set 
by the leaders themselves. 

Several leaders in the Fort Campbell community 
assumed critical roles in the mourning process, 
apparently solidifying the community in the after- 
math of the Gander crash. For example, at the 
planned homecoming in the gymnasium where fami¬ 
lies were awaiting the arrival of soldiers, the bri¬ 
gade commander stood and spoke to the group. He 
communicated news of the crash in sometimes emo¬ 
tional tones and assured families that information 
would be passed on as soon as it became available. 
He focused attention on the importance of not being 
alone in grief and expressed empathy with those 
who had lost friends and family. At times, he wept 
openly. This willingness to express his own grief 
seemed to facilitate a healthy abreaction for both 
families and troops. 

The presidential memorial service 4 days later 
provided additional examples of a phenomenon 
Ingraham 5 described as grief leadership, that is, 
behaviors and statements by key community lead¬ 
ers that serve to facilitate healthy coping with loss 
and grief among members of the group. In confront¬ 
ing grief associated with group loss, effective lead¬ 
ers take actions that have the effect of unifying the 
community in the mourning process. President and 
Mrs. Reagan joined the division commander and 
his wife in a televised memorial service at Fort 
Campbell. The division commander noted the value 
of the President's "sharing our sorrow" and walked 
with the President to greet and console bereaved 


families. President Reagan indicated that he repre¬ 
sented the concerns of the American people and 
that the entire nation was grieving along with Fort 
Campbell. 5 

Several days later, a division memorial service 
was held on the Fort Campbell parade grounds. 
This service was significant because the entire Fort 
Campbell community, including adjacent towns¬ 
people, participated. The division commander point¬ 
edly remembered each "Fallen Eagle" by announc¬ 
ing his or her name, rank, and home state, along 
with a cannon salute for each. Nearly 3 months 
later, a special service was held in observance of the 
positive identification and burial of the final victim. 
The division commander decreed a 1-minute sound¬ 
ing of post sirens, followed by 2 minutes of silence 
to honor the 248 soldiers who died. Without fanfare, 
people stopped their cars and stood quietly with 
heads bowed. 

The priority placed on caring for bereaved fami¬ 
lies was reflected in an innovative community in¬ 
tervention initiated by the local adjutant general's 
office on day two. By this time, it was clear that 
many family members of victims were travelling to 
Fort Campbell to attend memorial services and to 
manage administrative details related to the death. 
Instead of having family members search around 
the post for various agencies, a centralized family 
assistance center (FAC) was established for their 
convenience. Here, families could address any legal 
issues, provide necessary information to personnel 
and finance representatives, make decisions about 
funeral and burial matters, and also talk with chap¬ 
lains, psychiatrists, and mental health workers who 
were on hand. Although it was a solemn place, the 
FAC became a focal point for sharing information, 
grieving, and providing and receiving psychologi¬ 
cal support. 

Special telephone lines were installed to facili¬ 
tate communication and information transfer. Both 
military and civilian volunteers staffed the center 
around the clock for the first week of its operation. 
Desks were arranged in a horseshoe shape, with 
each desk or station representing a separate agency 
helping the families. In addition, a quiet room was 
established in an area upstairs from the main activ¬ 
ity of the FAC. Here, a psychiatrist, social worker, 
or mental health specialist was always available for 
the private counseling and support of individuals 
experiencing acute grief episodes or conflicts. This 
quiet room also became an important resource for 
exhausted or traumatized staff workers and pro¬ 
vided an easy means for identifying individuals 
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who had reached the limits of their endurance and 
those who might benefit from follow-up care. 

Despite the powerful sense of pain and grief at 
Fort Campbell, there was a discernable community 
attitude of hope and rebuilding. Ordinarily strict 
interagency boundaries were relaxed as the post 
mounted a unified effort to assist families. Many 
regulations were amended or ignored to provide 
humane and sympathetic assistance to the bereaved. 
An enhanced sense of community solidarity was 
reported by many of those interviewed, as well as a 
greater sense of meaning in life. Many believed that 
their actions made a significant difference to suffer¬ 
ing families. A similar sense of teamwork and soli¬ 
darity was observed in the reconstituted unit, where 
fears that replacement soldiers would be rejected 
were seen to be unfounded. Instead, they were 
perceived as allies in the rebuilding of the social 
unit. 8 Six months after the crash, this unit received 
several performance awards won in competition 
with other units across the division. Although a 
variety of symptoms were reported by many re¬ 
spondents, including sleep disturbances, guilt, and 
alcohol abuse, these symptoms were usually transi¬ 
tory. No lasting ill-effects were apparent in the 
community as a whole. 

Thus, despite the pain and sadness experienced 
at Fort Campbell following the Gander crash, there 
were some clear positive features to the community 
response. Most notable was the generalized sense of 

COMMUNITY RES 

An examination of the literature 6,15,16 on disas¬ 
ters reveals two widely divergent perspectives 
regarding the psychological effects of disasters 
on communities. One perspective emphasizes the 
negative, destructive impact on both individuals 
and social groups. The other perspective focuses 
more on the resilient quality of communities ex¬ 
posed to disaster and even allows for positive 
effects. 

An example of the negative impact position is 
found in descriptions by Titchener and Kapp 17 and 
Erikson 18 regarding community responses to the 
Buffalo Creek flood. According to these investiga¬ 
tors, this disaster had overwhelming destructive 
effects on the community. Flomes were destroyed, 
families displaced, and the psychological sense of 
community that was once shared by neighbors in 
the valley was permanently damaged. This loss of 
sense of community appeared related to disabling 


strengthened social cohesion and group solidarity. 
This reaction was especially apparent in the most 
severely affected battalion but was also observed 
throughout the community. Flistorically, this effect 
has been observed in other groups affected by di¬ 
saster. For example, in summarizing a series of 
flood and tornado studies, Fritz 10 describes disas¬ 
ters as unifying forces that often foster mutual aid 
and cooperation in communities. Other investiga¬ 
tors 12-14 have reported similar beneficial outcomes 
in social groups confronted by extreme stressful 
circumstances. 

It was also Fritz who observed that disasters 
frequently "provide an unstructured social situa¬ 
tion that enables persons and groups. ... to intro¬ 
duce desired innovations into the social 
system." 10(p661) Several innovative solutions were 
applied at Fort Campbell in the desire to "find 
something that works." Some have since been inte¬ 
grated into standard army procedures. The best 
example is the FAC, which was a creative and effec¬ 
tive solution to an unusual set of problems. At one 
central location, with a minimum of bureaucratic 
hassles, family members could attend to the myriad 
details associated with death. The center coinci¬ 
dentally provided a locus around which mental 
health providers, psychiatrists, psychologists, 
social workers, chaplains, and enlisted special¬ 
ists could concentrate their efforts to assist griev¬ 
ing families. 

NSE TO DISASTER 

psychiatric symptoms in over 90% of individuals 
interviewed. 17 

A contrasting position is taken by researchers 
who have observed a benign or even positive im¬ 
pact of disasters on individuals and communities. 
Most of the early National Opinion Research Center 
(NORC) studies supported such a view. 19,20 The 
Disaster Research Center (DRC), which grew out of 
the NORC, has since conducted many disaster stud¬ 
ies that take the same position. 18,21,22 For example, 
one DRC report notes that up to 18 months after a 
tornado struck the town of Xenia, Ohio, there was 
an extremely low rate of mental illness. 23 Further¬ 
more, a high proportion of respondents reported 
improved social relationships and personal growth 
as a result of the challenges they faced through the 
disaster. 

Exponents of this perspective do not deny the 
existence of negative psychological effects of disas- 
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ters for many people but argue that these effects are 
largely transitory. Which of these seemingly incom¬ 
patible positions is correct regarding community 
responses to disaster? The question is an important 
one for those who want to provide effective psychi¬ 
atric or mental health interventions. By comparing 
responses to the Gander disaster at Fort Campbell 
and Dover Air Force Base, we hope to identify some 
of the factors contributing to healthy or unhealthy 
reactions to such events at the community level. 

Dover and Fort Campbell Comparison 

While not equating the experiences of the Dover 
Air Force Base and Fort Campbell communities 
following the Gander disaster, a comparison of the 
two can suggest reasons why disasters may affect 
communities in different ways. At both locations, 
characteristics of the community as well as aspects 
of the disaster experience itself appear to have in¬ 
fluenced responses. 

First, for the community of Dover, the crash 
victims were strangers. This generated a sense of 
distance from the tragedy; they had little sense of 
psychological "ownership" over the loss. Although 
the Dover community sympathized with grieving 
army families and was certainly horrified by the 
number and condition of bodies, still the dead "be¬ 
longed" to somebody else. Dover is an air force 
base, while the casualties were army soldiers from 
a distant location. Some mortuary workers described 
Dover as merely a way-station for the initial pro¬ 
cessing of bodies that belonged to Fort Campbell. 

In contrast, the Fort Campbell community lost a 
significant portion of its own members. Flere, the 
dead were real people, friends and neighbors rather 
than strangers. Scattered about the post were liter¬ 
ally hundreds of friends, family members, cars, and 
homes belonging to the dead. The significant loss 
associated with the Gander disaster unquestion¬ 
ably belonged to Fort Campbell. For Dover, lack of 
a sense of ownership may have helped initially to 
establish a kind of community "disidentification" 
from the disaster, with some short-term prophylac¬ 
tic effects. In the long run, however, this very lack of 
ownership perhaps contributed to a deeper sense of 
meaninglessness and alienation. The community of 
Fort Campbell was shocked and hurt but able to 
place the loss in a framework of life and death, 
patriotic sacrifice, and dedication to "the mission." 
In contrast, the Dover Air Force Base community, 
while shocked and horrified by the magnitude of 
the loss, understood that supporting the mortuary 


was part of their job and their mission. It is clear that 
the nature of the disaster-related stress was differ¬ 
ent for the two communities. For Fort Campbell, the 
Gander disaster meant sudden large-scale death 
and loss of loved ones. For Dover, the disaster 
meant close exposure to badly burned and muti¬ 
lated dead bodies. 

Some chronic aspects of community life at Dover 
could conceivably enhance vulnerability to events 
like the Gander disaster. As one of the largest mor¬ 
tuary facilities in the world, Dover is called on to 
manage body recovery and identification opera¬ 
tions in disasters and mass casualty events. For 
example, over 900 bloated and partially decom¬ 
posed bodies were brought to Dover for processing 
following the mass-suicide of religious cult mem¬ 
bers at Jonestown, Guyana, in 1976. 24 In addition, 
the burned and fragmented bodies of 243 U.S. Ma¬ 
rines were brought to Dover after the Beirut bar¬ 
racks bombing in 1983. 25 With this unusually grue¬ 
some history comes the communal knowledge that 
future disasters will mean additional mass casualty 
mortuary operations at the base. Living at Dover 
could be somewhat comparable with living near an 
active volcano or a nuclear reactor because there is 
a shared chronic sense of risk or dread. The fact that 
air operations are the primary business of the Dover 
base could also mean that aircraft disasters are 
especially disturbing to the community, as potent 
reminders of their own daily vulnerability to such 
events. 

Another important difference between Dover and 
Fort Campbell following the Gander crash concerns 
leadership and lines of authority. In the early 
postcrash period, command-and-control channels 
at Dover became quite confused. Several outside 
officials with some legitimate authority arrived on 
site and asserted control. There was some dispute 
over whether the recovery and mortuary operation 
should be managed by the army or the air force. The 
usual functional boundaries between the commu¬ 
nity and outside groups seemed to be ruptured, at 
least for a time. Local (air force) commanders who 
had the greatest experience and expertise with mass 
casualty morgue operations were shunted to the 
side when it was determined to be an army op¬ 
eration. This may have contributed to a general¬ 
ized and psychologically damaging sense of lack 
of control for Dover community members in¬ 
volved in mortuary operations (hundreds of air 
force volunteers helped) and an exaggerated fear 
of losing control over one's internal and external 
boundaries. 
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The leadership picture at Fort Campbell was 
markedly different. Not only were lines of author¬ 
ity clearly delineated, but also key leaders were 
highly visible and provided useful role models for 
their soldiers to follow. No outside authorities ar¬ 
rived to take charge. Even President Reagan during 
his visit deferred to the local army commanding 
general, while offering sympathy and support to 
the community. Community leaders were both task- 
oriented and psychologically sensitive. They clearly 
defined what needed to be done in the interest of 
community survival and recovery. Further, by their 
own behavior under duress, they modeled appro¬ 
priate responses for the rest of the community. 
Through their words, gestures, and shared grief, 
they provided permission to the rest of the commu¬ 
nity to grieve. At the same time, these leaders acted 
responsibly in emphasizing the need for continued 
work and task management. 

One important benefit of effective leadership in 
such crisis situations is to help reestablish a sense of 
control, predictability, and hope in the midst of 
confusion, chaos, and fear. Leaders at Fort Campbell 
tried to focus community attention on the opportu¬ 
nities to learn and grow provided by the disaster. A 
common theme was by having suffered through 
this tragedy together, we will be stronger and even 
better prepared for the national defense mission. 
This quality of positive leadership through disaster 
was less apparent at Dover. 

Community Adaptation to Loss 

In the early aftermath of the Gander crash, the 
Fort Campbell community seemed to revert to a 
more complete gemeinschaft form of social organiza¬ 
tion. The magnitude of the loss made normal func¬ 
tional divisions within the community seem unim¬ 
portant because everyone was united in a shared 
sense of loss and mourning. For some days, the 
entire community focused on the same event, the 
violent death of 248 loved soldiers. Key community 
leaders stepped forward and, by speaking often of 
the common pain experienced and the need for 
survivors to support each other, reinforced this 
sense of community-based solidarity. 


Correspondingly, formal roles and relationships 
in the Fort Campbell community shifted to more 
informal, implicit bonds based on mutual support 
in crisis. The shift in formal roles, the blurring of 
rigid organizational boundaries, and the relaxing of 
normal rules and regulations permitted several 
unusual and effective interventions following the 
crash. 

Again, the ad hoc FAC provides a good example 
of and a metaphor for this phenomenon. It was 
quickly discovered that the standard organizational 
structuring of agencies on post, which reflects a 
division of labor according to function (more 
gesellschaft in quality), was not well-suited to the 
immediate postdisaster needs of the community. 
Consequently, a central location was established 
where representatives of various post agencies were 
available to assist families and the bereaved. The 
chaplains office, the mortuary affairs office, the 
Veterans Administration, the Red Cross, Army 
Mutual Aid, Army Community Services, the judge 
advocate general's office, the finance office, and 
mental health services all provided teams to the 
FAC. 

Other innovative solutions that involved sus¬ 
pension of the standard interagency boundaries 
were observed. For example, to facilitate sharing of 
information and caring for the large number of 
victims' families, daily "skull-sessions" were held 
that included casualty affairs workers, personnel 
policy experts, and army legal department repre¬ 
sentatives. At these meetings, casualty workers 
could get quick and accurate answers to the many 
procedural questions raised by family members. 

Strong and sensitive community leaders appear 
to be a necessary ingredient to the positive re¬ 
sponses observed at Fort Campbell. As described 
above, these leaders focused the group on shared 
values, common goals, and the mutual experience 
of loss and bereavement. This perspective was rein¬ 
forced through a series of memorial services that 
united the community, fostering a sense of integra¬ 
tion and solidarity. In the following section, we 
summarize medical and psychiatric interventions 
that were applied and consider their effects in the 
context of a community united in grief. 


MEDICAL AND PSYCHIATRIC INTERVENTIONS 


In the aftermath of the Gander air disaster, the 
main goal of the mental health response was pre¬ 
vention of psychiatric problems through early sup¬ 


portive intervention. Of primary concern were the 
families of the victims, soldiers who were friends 
and comrades of the dead, and the various support 
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personnel such as survivor assistance officers, FAC 
staff, chaplains, and leaders. Modes of psychiatric 
intervention applied were consultation and liaison 
psychiatry, mental health education, group therapy, 
and the identification and treatment of high-risk 
individuals. 

Initially, there was some confusion and anxiety 
among the Fort Campbell mental health staff re¬ 
garding what to expect and how to proceed. It was 
considered highly probable that the hospital mental 
health clinic would soon be overwhelmed with fam¬ 
ily members and soldiers experiencing acute grief 
reactions and related problems. A plan was thus 
implemented to staff the center 24 hours a day in 
anticipation of this increased patient load. In addition, 
the mental health clinic was renamed as a grief coun¬ 
seling center in an effort to make it less stigmatizing 
and more accessible to the community at large. 

The expected flood of distressed individuals in 
fact never came, leading to a reorientation of mental 
health efforts in the direction of community out¬ 
reach. The focus of these efforts was on consulta¬ 
tion, outreach, support, and education about the 
grief process. The strategy was to take mental health 
services out of the hospital and to locations where 
affected individuals were gathering. 

A three-member team was established to coordi¬ 
nate preventive psychiatric efforts. The division 
psychiatrist acted as the primary consultant and 
liaison to the community. The chief of the psychol¬ 
ogy service focused on mental health clinic readi¬ 
ness, and the chief of child and adolescent services 
worked with school officials and social work ser¬ 
vice to aid the affected children. 

In keeping with the focus on early preventive 
interventions, a mental health team was quickly 
dispatched to the brigade gymnasium where fami¬ 
lies first received news of the crash. A second men¬ 
tal health team was later placed at the newly formed 
FAC, and a third team was stationed at the hospital's 
general medicine clinic to assist in the triage pro¬ 
cess and help identify any psychiatric problems. 
These teams were typically composed of two be¬ 
havioral science specialists and one or more psy¬ 
chiatrists, psychologists, or social workers. It was 
understood that under the circumstances, grief and 
distress are normal reactions. The major effort of 
the teams was thus to identify and assist any sol¬ 
diers, workers, or family members whose needs 
appeared extreme or who seemed unresponsive to 
support available from friends, family, and the FAC. 

Special attention was also paid to surviving sol¬ 
diers. To maximize identification of psychiatric prob¬ 


lems through normal medical channels, a behav¬ 
ioral science specialist was stationed in each of the 
troop medical clinics around post. It is at these 
clinics that daily sick call occurs. Furthermore, a 
two-person grief counseling team was assigned to 
each army unit that lost soldiers in the crash. These 
teams provided informal classes and workshops on 
issues related to the grief process, including exten¬ 
sive question-and-answer periods. This approach 
proved an especially valuable mechanism not only 
for getting useful information to the soldiers, but 
for identifying high-risk individuals for more ex¬ 
tensive follow-up care. 

Of the various interventions tried, those offered 
under old structural boundaries (for example, men¬ 
tal health services provided in a hospital setting) 
proved less effective than those more in accord with 
a gemeinschaft community organization. Outreach 
efforts were most successful where good relation¬ 
ships across structural boundaries existed before 
the crash. For example, the active consultation 
role pursued by the division psychiatrist capital¬ 
ized on an unusually strong command-consulta¬ 
tion program already in place before the crisis. 
The psychiatrist was perceived as a trusted friend 
in the community, and his presence in the role of 
mental health expert following the crash was not 
surprising or threatening to community mem¬ 
bers. His ability to interact well with members of 
different post agencies, from administrative of¬ 
ficers to chaplains, facilitated a relaxing of orga¬ 
nizational boundaries that in turn permitted 
mental health teams to get involved in many 
postcrash tasks. This approach placed mental 
health personnel directly proximate to those in 
need of, but not always willing to actively seek 
out, services. 

Another intervention strategy that appeared ef¬ 
fective in the period of relaxed interagency bound¬ 
aries was group debriefing. In the days and weeks 
following the crash, mental health teams visited 
affected army units to conduct a series of seminar¬ 
like debriefings on grief, loss, and related topics. 
Presented as nonthreatening information meetings, 
these sessions provided both cognitive and emo¬ 
tional avenues for managing grief, while avoiding 
the stigma sometimes attached to getting mental 
health assistance. 

The FAC, initially created to centralize agencies 
and simplify administrative matters for families, 
soon developed into something broader in scope 
and function. In addition to helping with adminis¬ 
trative details, FAC staff found themselves helping 
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bereaved families with their emotions and grief 
surrounding the loss. The FAC evolved into a thera¬ 
peutic setting in which family members (as well as 
staff) could express their grief in a supportive social 
environment. Community chaplains were especially 
helpful in this setting. 

Alert mental health professionals used the op¬ 
portunity presented by the FAC to place mental 
health services close to those in need. In addition to 
trained specialists who moved around the center, a 
special area was established where family members 
could grieve in private or with professional sup¬ 
port. Unexpectedly, the mental health workers also 
became a valuable resource for FAC staff members 
who experienced their own grief reactions. 

The grief leadership provided by leaders at vari¬ 
ous levels in the Fort Campbell community can also 
be usefully regarded as an effective intervention 
because it apparently facilitated healthy grief re¬ 
sponses for many. By their own example of open, 
shared expression of grief, leaders consistently 
emphasized the importance of experiencing the 
sense of loss within a supportive social network, 
thereby avoiding a sense of isolation and despair. In 
addition, leaders provided critical avenues of com¬ 
munication, sharing information with the commu¬ 
nity as facts became available and local responses 
were organized. 


Memorial services were often emotional events 
that reinforced the solidarity of the community in 
the grieving process. The family reception at the 
brigade gymnasium on the morning of the crash 
was the first and most spontaneous of these memo¬ 
rials. Under the leadership of the brigade com¬ 
mander, the value of grieving together as a commu¬ 
nity was reinforced. The same theme was played 
out in other memorial services held over the next 
few weeks. 

Some agencies and individuals appeared unable 
to adjust from the highly specialized structures and 
roles that pertained before the crash. For example, 
mental health workers who refused to stray from 
the hospital clinics saw few grief-related cases. Those 
patients that were seen in the clinics typically had 
preexisting mental health problems. By rigidly 
maintaining their agency boundaries and empha¬ 
sizing their distinctiveness from other groups, these 
healthcare providers missed an opportunity to pro¬ 
vide valuable assistance to the community. Griev¬ 
ing individuals required confirmation of the nor¬ 
malcy of their responses rather than a suggestion of 
mental defectiveness. Unfortunately, many people 
still attach a stigma of weakness to seeking mental 
health services. When mental health teams were 
provided at community congregation points, this 
stigma was largely overcome. 


SUMMARY AND CONCLUSION 


This chapter has described the reactions of two 
communities to the same air disaster. The impor¬ 
tant dimensions distinguishing these two commu¬ 
nities and accounting for their differential responses 
involve characteristics of the disaster situation, as 
well as more persistent or chronic features of the 
communities themselves. A sense of ownership as 
regards the disaster emerges as important in defin¬ 
ing the general tone of community response. In 
addition, important are clear (and nonconflicting) 
lines of authority and leaders who can focus group 
attention on the work of recovery as well as the 
ongoing task responsibilities of the organization. 
Such leaders appear instrumental in imparting a sense 
of control in an atmosphere of chaos, coherence in the 
midst of confusion, and hope instead of despair. They 
help the community direct its energy toward "rising 
to the challenge" offered by the disaster and in learn¬ 
ing useful lessons from the experience. 

These findings suggest that the presence (or emer¬ 
gence) of effective leaders in community disasters 


may be a critical variable in defining how a commu¬ 
nity responds. Depending on the nature of the di¬ 
saster, this variable could be more or less important. 
When entire communities are displaced and dis¬ 
persed, for example, it might be less relevant. But 
even in a disaster as fragmenting as the Buffalo 
Creek flood, one can imagine that the presence of 
effective community leaders in the immediate after- 
math might have galvanized the survivors and led 
to some very different long-term effects. 

In this chapter, we have identified some neces¬ 
sary, although probably not sufficient, factors in 
accounting for positive community responses to 
disaster. To recognize that disasters can have posi¬ 
tive effects as well as negative ones is not to dis¬ 
count their potential destructiveness for individu¬ 
als and groups. Flowever, identifying these 
differences may be essential to an adequate under¬ 
standing of community responses to disaster and 
thus to the planning of effective prevention and 
intervention strategies. This information can be used 
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to help build psychological disaster plans for ad¬ 
dressing the psychological needs of communities 
stricken by disaster. The documented experiences 
of the Fort Campbell community as it struggled to 
process the Gander tragedy should prove espe¬ 
cially valuable to leaders and mental health work¬ 
ers who must be prepared to respond to future 
community disasters. 

Understanding the dynamics of community re¬ 
sponse to disaster can also shed light on another 
major concern of military psychiatrists: How to 
prepare individuals and units to withstand the psy¬ 


chological stress of combat. In this regard, it is 
important to consider what valuable lessons might 
be taken from noncombat traumatic stressors, such 
as the Gander crash, that affect military units. By 
observing how individuals and groups respond to 
sudden, unexpected trauma outside of war, as well 
as by noting which interventions are helpful to 
recovery and which are not, we may be better pre¬ 
pared to reduce and prevent combat stress reac¬ 
tions, war-related post-traumatic stress disorders, 
and other psychiatric problems associated with ex¬ 
posure to combat. 
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INTRODUCTION 


Foremost among the peacetime activities of the 
military is the preparation to fight in defense of the 
nation. In that regard, the authors of this book have 
addressed the garrison military in terms of morale 
and cohesion, which involve family issues and burn¬ 
out; liability to diseases; and mental illnesses that 
may manifest themselves as drug and alcohol abuse 
and homicides and suicides. 


Clearly related to morale and cohesion are com¬ 
manders acting ethically and in the best interests of 
their charges in accomplishing the mission. Readi¬ 
ness always requires appropriate training that may 
include the use of disasters and incidents of terror¬ 
ism, rioting, and refugee management as material. 
The development of community mental health is an 
extension of the concept of readiness. 


APPLICABILITY OF PRINCIPLES TO NONCOMBAT SETTINGS 


Although developed empirically in the different 
settings, the practice of military psychiatry in the 
combat setting and in the garrison setting has a 
number of similarities, particularly when one is 


handling acute adjustment disorders. These prac¬ 
tices include various elements of the proximity, 
immediacy, simplicity, expectancy, and centrality 
elements of combat psychiatry. 


DEVELOPMENT OF ARMY COMMUNITY PSYCHIATRIC SERVICES 


Halloran and Farrell 1 and Cohen 2 established 
mental hygiene consultation programs at replace¬ 
ment and training centers within the first years of 
United States' entry into World War II. Initially, 
these programs furnished a kind of orientation and 
"pep talk" for soldiers being sent overseas. Later, as 
the success in decreasing psychiatric casualties 
through such strengthening of morale became rec¬ 
ognized, they spread to other settings and, by the 
end of the war, were an integral part of the mental 
health program of the army. 

The continued conscription of young men after 
World War II and after the Korean conflict resulted 
in large numbers of unhappy soldiers who would 
much prefer to follow other pursuits. The Mental 
Hygiene Consultation Service became the preferred 
method of managing them. 

Bushard 3 chronicled the empirical development 
of army community psychiatric services (the Men¬ 
tal Hygiene Consultation Service) during the de¬ 
cade following World War II. Cold War tensions 
had resulted in the continued need for drafted sol¬ 
diers, many of whom preferred to be civilians. The 
early psychiatric services were little other than strug¬ 
gling outpatient clinics that were totally over¬ 
whelmed by the problems presented to them of 
large numbers of disaffected troops. Applying the 
usual psychiatric treatment techniques growing out 
of psychoanalytic theory in this situation produced 


results that were frequently discouraging. The usual 
conclusion was that, in view of the disparity be¬ 
tween large referral load and psychotherapeutic 
talent available, little could be offered. Considering 
the large caseload and the brief period of the patient's 
stay on post, traditional psychotherapy was not 
feasible. 

Eventually, a view of the soldier emerged in 
which he is seen as part of an interactional set with 
his environment. The dynamics involved relate not 
so much to oedipal traumas and disturbed bio¬ 
chemistry as to disturbed homeostasis in the 
soldier's social ecology. Adaptability was seen to 
relate to supports and circumstances that tend to 
prevent or strengthen the illness role. Depending 
on the balance achieved, one may see increased or 
decreased rates of ineffectiveness as measured by 
absent without leave (AWOL), venereal disease, 
sick call, and disciplinary action rates. 

Civilian Settings 

Usually it will be rare that the civilian psychiatric 
casualty has been exposed to the kind of conflict 
experienced by a combat soldier. Examples of per¬ 
sons exposed to hazardous occupations include 
police, firefighters, pilots, and so forth, but these are 
rare and do not involve legal or psychological stig¬ 
mas as with the soldier. 
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The better analogy is the marriage partner, 
teacher, therapist (as in "professional burnout" syn¬ 
drome), parent, supervisor, or other person who 
has responsibilities to a group or another person 
and who becomes demoralized in discharging those 
responsibilities. (See Chapter 3, Burnout in Military 
Personnel.) 

In the workplace, psychological burnout can oc¬ 
cur in those in stressful occupations such as the 
police, teaching, mental health workers, and so 
forth. Burnout is the civilian equivalent of combat 
fatigue and can be treated in similar fashion. Burn¬ 
out seldom occurs in a cohesive group whose mem¬ 
bers can give psychological support to its members. 
Thus, prevention consists of maintaining group 
cohesion and morale, while treatment consists of 
establishing or reestablishing such bonds, some¬ 
times after a period of rest from the job. 

Many patients who are responding to crisis situ¬ 
ations emanating from psychological antecedents 
will be given labels such as adjustment reaction, 
depression, or anxiety neurosis depending on present¬ 
ing symptoms and therapeutic school. The compa¬ 
rability with the combat stress casualty is in the 
acceptance of a medical label as the solution to one's 
problems of living and one's inability to cope with 
them. This is not limited to psychiatric patients; in 
fact, it may be more common in other conditions; 
chronic low back and tension headache syndromes 
are frequent ailments prone to result in one's escape 
from the daily fray of work. Such organic condi¬ 
tions do not carry the psychiatric stigma, making 
them even more desirable as avenues of escape. 
Such persons are usually not malingering or con¬ 
sciously ineffective; rather, for them, the short-term 
rewards of the invalid or medical label outweigh 
the long-term rewards of mastery of the situation. 

Training of Personnel 

Training of personnel involves several important 
dimensions: technical proficiency, personality char¬ 
acteristics, strength and endurance, group cohe¬ 
siveness, and stress inoculation. There is consider¬ 
able overlap in all of these areas; for example, 
technical proficiency, which may require strength 
and endurance, leads to the personality characteris¬ 
tic of self-confidence, which along with technical 
proficiency produces a sense of mastery and in¬ 
creases one's value to the group, promoting group 
cohesion. All of these characteristics are positively 
associated with the ability to withstand combat 
stress. 


Much of military training addresses all of these 
dimensions. Shared vigorous training not only in¬ 
creases strength and endurance and builds self- 
confidence but also increases group affiliation and 
cohesion. 4 Aware of the importance of cohesion, the 
military has kept personnel together in cohort units 
from basic training to deployment. In addition, 
efforts have been made to keep commanders with 
the same unit for longer periods to enhance not only 
horizontal (peers) but also vertical (hierarchical) 
cohesion (see Chapter 1). 

Substance Abuse Problems 

Although sporadic drug abuse problems, prima¬ 
rily in overseas deployment, have existed since 
World War I 5 , they did not reach prominence until 
the Vietnam conflict. 6,7 

Treatment of substance abusers has varied con¬ 
siderably over time. Early approaches were to con¬ 
sider such casualties problems of a moral nature 
and later of a character defect with punishment as 
the primary intervention. It was only when such 
losses of manpower became significant in the Viet¬ 
nam conflict that a nonpunitive, therapeutic ap¬ 
proach was undertaken. By 1971, more soldiers 
were being evacuated from Vietnam for drug use 
than for war wounds. 8 

The main lessons from the U.S. experience in 
managing substance abuse in Vietnam are that treat¬ 
ment should be in country to prevent an evacuation 
syndrome and that the factors that prevent break¬ 
down in general—cohesion, effective leadership, 
and good morale—may protect soldiers from sub¬ 
stance abuse. For example, the Australians serving 
in Vietnam did not have significant personnel losses 
from substance abuse. 9,10 Australian forces were 
based on a regimental system with unit rather than 
individual rotations, and officers and troops had 
usually served together for long periods. This ap¬ 
proach may have produced greater unit cohesion, a 
crucial difference from U.S. troops, and protected 
Australian troops from developing nostalgic prob¬ 
lems of substance abuse and indiscipline. 

Sexual Problems 

Infectious diseases have plagued armies since 
ancient times. Venereal diseases (VDs) have been a 
major cause of lost soldier strength in wars of the 
20th century. While modern medicine has mark¬ 
edly reduced the time lost and complications of 
VDs, it has not reduced the infection rates. Al- 
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though malaria, hepatitis, and tuberculosis caused 
significant soldier attrition in Vietnam, the most 
common nostalgic disorder coming to medical at¬ 
tention was sexual intercourse with prostitutes lead¬ 
ing to VDs. Although unlikely to have immediate 
effects on combat efficiency, the human immunode¬ 
ficiency virus (HIV) poses severe problems in long¬ 
term prevention. 

Prevention through education is a valid approach 
to VD even though some soldiers will risk infection 
no matter what the threat. Prevention should not be 
directed at preventing sexual intercourse, which is 
an unrealistic goal, but toward the use of readily 
available condoms. 

Indiscipline 

Indiscipline is a psychiatric issue because 
sociopsychological factors play a paramount role in 
its emergence. Furthermore, indiscipline and psy¬ 
chiatric breakdown merge almost imperceptibly as 
evacuation syndromes. For example, failure to take 
preventive hygiene measures in Korea allowed the 
development of frostbite in some cases. Similarly, 
failure to take the prophylactic chloroquine- 
primaquine pill in Vietnam allowed the infestation 
of malarial protozoans. In both cases, indiscipline 
rendered the soldiers unfit for duty. 1112 

Indiscipline may range from relatively minor 
acts of omission to commission of serious acts of 
disobedience (mutiny) and even to murder 
(fragging). In an analysis and historical review. 
Rose 13 indicated that combat refusal has been a 


relatively frequent occurrence in most significant 
wars for which there are adequate data. Most indis¬ 
cipline, of course, is more subtle than combat re¬ 
fusal and does not appear to be related to it. How¬ 
ever, unavailability for combat is a frequent 
consequence of indiscipline. The main role of the 
psychiatrist is in prevention because the same con¬ 
ditions that give rise to neuropsychiatric casualties 
may produce indiscipline as another evacuation 
syndrome. 

Terrorism 

The U.S. Army maintains a special unit. Delta 
Force, at Fort Bragg, North Carolina, to combat 
terrorists. The need for such a unit with a unified 
command can be seen with the failure of a combined 
services attempt to rescue the 52 hostages in Iran. 14 
Since Islamic terrorists have recently targeted the 
Central Intelligence Agency (CIA) and the World 
Trade Center in New York City, there will likely be 
an increased role in countering or responding to 
such threats. 15-16 

Since World War II (as, indeed, long before World 
War II), the Middle East has experienced essentially 
continual conflict. These conflicts have ranged from 
state-sponsored terrorism through low-intensity and 
guerrilla warfare to high-intensity and chemical 
warfare. 17 The significance of terrorist activities 
should not be minimized. In 1983, a single terrorist 
suicide attack killed 241 U.S. Marines on a peace¬ 
keeping mission in Beirut, producing nearly as many 
American deaths as the Spanish-American War. 18-19 


RESCUE OPERATIONS 


Grenada 

In October 1983, American forces invaded 
Grenada. Operation Urgent Fury was undertaken 
to ensure the safety of about 1,000 Americans, in¬ 
cluding 700 medical students, and to restore order 
as requested by Grenada's neighboring island coun¬ 
tries. Most of the Americans killed in Grenada died 
from accidents although U.S. forces did meet stiff 
resistance from 600 well-armed and professionally 
trained Cuban soldiers. 20 Because elite forces (rang¬ 
ers, SEALs [SEa Air Land commandos in the U.S. 
Navy], and airborne units) made the assault, few 
psychiatric casualties were expected, and few oc¬ 
curred (3 so designated in 3,000 invading troops 
with 19 killed in action and 73 wounded in action). 20 


Dehydration and heat exhaustion casualties ac¬ 
counted for the majority of the preventable casual¬ 
ties. Fullerton 21 debriefed most of the commanders 
after combat had ended. He reported that one bat¬ 
talion suffered 29 heat casualties in a single day, but 
another battalion suffered only 2 heat casualties on 
the same day while both engaged in virtually iden¬ 
tical tasks. The commander of the latter battalion 
had emphasized water discipline. 

Some of the wounded soldiers suffered delayed 
post-traumatic stress disorders. 21-22 Mateczun and 
Holmes-Johnson 18 had an interesting opportunity 
to compare the psychological adjustment of Ma¬ 
rines wounded in Grenada with those wounded in 
the Beirut massacre when casualties from both inci¬ 
dents arrived almost simultaneously at Bethesda 
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Naval Hospital. About 25 marines, more from Beirut 
than Grenada, were treated in a psychiatric consul¬ 
tation-liaison model with group therapy as the pri¬ 
mary intervention. The group therapy was mod¬ 
eled after Marshall's 23 group debriefing technique; 
however, the Beirut casualties had less to recount 
because they were sleeping when the bomb ex¬ 
ploded. Their memories centered on feelings of 
helplessness and fear of dying before rescuers could 
reach them. Survivor guilt was high among Beirut 
casualties but almost absent among Grenada ca¬ 
sualties. Both groups had some symptoms of 
post-traumatic stress disorder (nightmares, in¬ 
trusive thoughts, and anxiety), but Grenada ca¬ 
sualties had high morale and a strong desire to 
return to the combat unit. In contrast, the Beirut 
casualties wanted to go home. These differences 
in symptoms are attributable to the different 
forms of combat. In Beirut, the marines had no 
clear enemies or mission, and some viewed them¬ 
selves as vulnerable targets; however, American 
forces in Grenada had a clear mission with a 
known enemy and had numerical and logistical 
superiority. 

The Persian Gulf War 

When Iraq invaded Kuwait and threatened the 
West's oil supply lifeline, the United States formed 
a coalition with other forces to rescue Kuwait and 
end the aggression. Operations Desert Shield and 
Storm were the largest deployment of U.S. forces 
since Vietnam. 24 The 540,000-member U.S. forces 
had 148 killed in action and 467 wounded. 25 Of these 
casualties, 35 were killed and 78 wounded in fratri¬ 
cidal ("friendly fire") incidents. Iraq's military is 
estimated to have lost between 30,000 and 100,000 
killed and 100,000 to 300,000 wounded. There were 
an estimated 60,000 to 70,000 Iraqi prisoners of war 
by war's end. 25 


Neuropsychiatric casualties were relatively few. 
During the deployment phase (Operation Desert 
Shield), some soldiers anticipating deployment 
sought psychiatric care, usually for anxiety symp¬ 
toms but sometimes for somatic symptoms. During 
the fighting phase (Operation Desert Storm), com¬ 
bat stress casualties were minimal. 26 

Nostalgic casualties were few because the host 
country (Saudi Arabia), in keeping with Muslim tradi¬ 
tion, did not allow importation of alcoholic beverages 
or prostitution. Accidents reportedly were one-third 
the rate of other U.S. forces because of the absence of 
alcohol. 27 However, casualties secondary to substance 
abuse may have occurred when soldiers attempted to 
make homemade alcohol. Only a few drug-related 
incidents occurred including that of an air force phar¬ 
macist who used and distributed drugs illegally. After 
the liberation of Kuwait, U.S. forces assisted Kurdish 
and Shiite refugees displaced by the fighting. 28 

Somalia 

In 1992, President Bush ordered U.S. troops to 
assist in the distribution of food to starving Somalis. 
The Secretariat of the United Nations also wished to 
disarm local warlords and restore representative 
government, resulting in a state of undeclared war. 
There have been few reports of psychiatric casual¬ 
ties among American military personnel in Opera¬ 
tion Restore Hope to Somalia despite sporadic com¬ 
bat casualties, including 18 American soldiers dead 
and 75 wounded in an ill-fated attempt to capture a 
local warlord in October 1993. 29 In part, this may be 
due to the humanitarian nature of the mission, the 
use of volunteer forces, and the very low rate of 
surgical casualties. Febo 30 reported that there was a 
very liberal evacuation policy so that over 700 sol¬ 
diers had been evacuated with complaints such as 
headaches, backaches, and so forth. Some of these 
cases may have been masked psychiatric casualties. 


FUTURE ROLES OF THE MILITARY 


While defense of the nation through readiness 
for combat is the raison d'etre of a military, many 
other roles have been played in the past and will be 
played in the future. These roles have included 
peacekeeping (currently underway in the Sinai and 
Macedonia) 31 ' 32 often with other United Nations 
forces, refugee management and relocation (as oc¬ 
curred in the influx of Cuban refugees and Haitians 
and Bosnians), 33-35 rescue operations (as occurred in 


Grenada and Somalia), large-scale rioting (as oc¬ 
curred in Chicago, Washington, D.C., and Los 
Angeles), 36-38 assistance in disasters (as occurred 
with Hurricanes Hugo and Andrew and with the 
1993 Mississippi River flooding), 39-41 and inter¬ 
diction of drug trafficking (as occurred in South 
America and as a cooperative effort with the 
Justice and Treasury Departments 42 ). Recently, 
military forces have taken a proactive stance. 
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interdicting commercial refugees from Haiti and ing approaches and run by former military person- 
China. nel are being tried by some jurisdictions. It is rea- 

New roles for the military may include sonable to expect that the military itself could as- 

resocialization of offenders of the criminal justice sume such responsibilities if not engaged in other 

system. Experimental programs based on basic train- pressing activities. 43 

SUMMARY AND CONCLUSION 

As events in the past decade have demonstrated, cal Department must remain flexible in support- 

there is an ongoing need for a strong U.S. military. ing these missions. The principles of military 

The military missions have ranged from major mili- psychiatry, while the bedrock of treatment, will 

tary deployments and high-technology combat to require adaptation to ameliorate the stress of 

small-scale police actions. The U.S. Army Medi- combat on the soldier. 
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ACRONYMS AND ABBREVIATIONS 


A 

AA: Alcoholics Anonymous 

ACAP: Army Career and Alumni Program 

ACOA: Adult Children ot Alcoholics 

ADAPCP: Alcohol and Drug Abuse Prevention and Control 
Program 

AIDS: acquired immunodeficiency syndrome 
APA: American Psychiatric Association 
AWOL: absent without leave 

B 

BAC: blood alcohol concentration 
BAS: battalion aide station 

c 

CA: Cocaine Anonymous 

CAGE: Have you tried to Cut down? Are people Angry when 
you drink? Do you feel Guilty about drinking? Do you take an 
Eye-opener in the morning? 

CDC: Centers for Disease Control 
CIA: Central Intelligence Agency 

CIWA-A: Clinical Institute Withdrawal Assessment for Alcohol 

CMHA: community mental health activities 

CMHS: community mental health services 

CMTC: Combat Maneuver Training Center 

COHORT: cohesion, operational readiness, and training 

CRO: carded for record only 

CSC: combat stress control 

CSR: combat stress reaction 

D 

DoD: Department of Defense 
DRC: Disaster Research Center 

DSM III—R: DSM Diagnostic and Statistical Manual of Mental 
Disorders (3rd ed., revised) 

DT: delirium tremen 

F 

FAC: family assistance center 
FALN: Fuerza Allianza Libertad Nacional 
FBI: Federal Bureau of Investigation 
FTX: field training exercise 

H 

HIV: human immunodeficiency virus 

I 

3ID: Third Infantry Division 
ICD: International Classification of Diseases 
ICD-CM: International Classification of Diseases-Clinical 
Modification 

IDF: Israeli Defence Force 
IM: intramuscular 


J 

JRTC: Joint Readiness Training Center 

K 

KIA: killed in action 

L 

LSD: lysergic acid 

M 

MAST: Michigan Alcoholism Screening Test 

MBI: Maslach Burnout Inventory 

MEDEX: medical exercise 

MHCS: mental hygiene consultation services 

MILES: Multiple Integrated Laser Engagement System 

MOPP: mission-oriented protective posture 

MTT: mobile training team 

N 

NA: Narcotics Anonymous 

NATO: North Atlantic Treaty Organization 

NCO: noncommissioned officer 

NCOIC: noncommissioned officer in charge 

NORC: National Opinion Research Center 

NTC: National Training Center 

NYPD: New York Police Department 

o 

OPFOR: opposing force 

P 

PCP: phencyclidine 

PIES: proximity, immediacy, expectancy, and simplicity 
POC: patient operations center 
PTSD: post-traumatic stress disorder 

R 

ROTC: Reserve Officers' Training Corps 
RTF: residential treatment facility 
RVN: Republic of Vietnam 

s 

SEALS: SEa Air Land commandos in the U.S. Navy 
Sp4: Specialist 4th Class 

SPRINT: special psychiatric rapid intervention team 
SWAT: special weapons and tactics 

T 

TB: tuberculosis 
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U 


W 


UCR: Uniform Crime Reports WIA: wounded in action 

UN: United Nations 


V 


VD: venereal disease 
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